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. EXECUTI VE SUMVARY

This study analyzes the environnental and organizational
factors which i1nfluences the recruitnent and retention of
hysicians by rural hospitals. It provides useful information
or rural comunities which are seeking to recruit physicians as
wel | as valuable insights for public policy concerning the
geographic distribution of physicians.

. Specifically, this work provides: a synthesis of the
literature, including practical recruitment strategies for rura
hospitals, and alternative nodels to help rural communities
eval uate how many phg3|0|ans they should recruit based on
anal ysis of over 2,000 rural counties and 2,000 general rural
hospitals. It also identifies key characteristics of rura
hospital s which successfully recruited physicians from 1985-1989.
A "concentric rings" methodol ogy was developed to neasure the
I npact of physician to estinmate shortages and surpluses of
physicians on a regional basis, and to neasure the inpact of
ph¥3|clans In surrounding counties on these estimates. .

nterviews were then conducted with 18 hospitals to identify
specific organizational and admnistrative strategies which
i nfluenced their success rates.

The dataset for the anal yses was devel oped by linking three
sources: the 1991 AREA RESOURCE FI LE %OHM/DH_HS) — which provided
econom ¢, denographic, and provider information for each county
in the United States;, 1985 and 1989 ama SURVEY data (Anerican
Hospital Association) — which provided nedical staff and FTE
information for each reporting hospital in the United States; and
PPS |-Vl data (HCFA/DHHS) — which provided financia
information for each hospital from 1985-1989.

~Multivariate nodels were used to estimate a target nunber of
physicians (for each speC|aIty? for each rural county. The
dependent variable in each analysis was the nunber of non-
government patient-care physicians in a particular specialty b
non-netropolitan county in 1989. A separate nmodel was -est’i nated
for each specialty.

The explanatory variables included county denographic and
econom c_variables: total county popul ation; nunmber of HVO
nembers in the county; total personal income in the county;
number of manufacturing workers, retail workers, agricultura
workers, white collar workers, and construction workers in the
county, and nunber of county residents who work outside the
county. Ve included independent variables for the nunber of
rural” hospitals with 6-49 beds, 50-99 beds, 100-199 beds, 200-299
beds, and 300+ beds in the rural county.
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The nodel also nmeasured the inpact of physician shortages or
surpluses in surrounding counties in concentric rings, up to 100
mles away. For each county, we identified those counties whose
popul ation centroids were within a G20 mle ring, a 20-60 nile
r|n?,.or 60-100 mle ring around the core county' s popul ation
cenfroid. Physician shortages/surpluses in the rings were
calculated as follows. For each county in the United States,
both rural and non-rural, county population was divided by the
national average population to physician ratio for each
specialty.  Then shortages/surpluses for all counties in each
glngtﬁe{e sumred to estinmate the total physician shortage/surplus

or that ring

I nvestigation of the geographic distribution of physicians
showed that socio-economc conditions affect the nunber of |oca
physicians. Counties with greater incone and nore white collar
enpl oyment tended to have nore physicians, while those with nore
manufacturing and agricultural enployment had fewer physicians.
Al'so, the nunmber of rural county residents who work outside their
county had a very strong negative inpact on the nunber of |ocal
physi cians.  Eacl ﬁerson travel ing outside the county for work
was associated with approximtely two people traveling outside
the county for physician services. Rural self-sufficiency in
health care is strpng!y influenced by rural self-sufficiency in
empl oyment.  The findings also indicate a.stronq positive
relationship between rural hospitals (particularly |arger ones)
and rural physicians.

Mul tivariate nodels were also used to identify the 1985
ogerat|ng and environmental characteristics which were shared by
those rural general hosgltals whi ch successfully increased their
medi cal staffs from 1985-1989. Exanples of questions addressed
include: "were rural hospitals with a greater percentage of RNs
more successful in recruiting physicians?'; "Were rural hospitals
which offered physical therapy services nore successful in
recruiting physicians?" and "Did educational affiliations help
hospital s recruit physicians?"

~The anal yses included approximately 1,400 rural genera

hospitals which did not merge, open, or close during 1985-1989
and for which nedical staff information was available. For each
smal| rural hospital, six indexes of successful recruitment of
physi ci ans/ specialists from 1985 to 1989 were calculated. These
six indexes allow nmeasurement of the relative success of rura
hospitals in recruiting and maintaining physicians in total, key
sPeC|aIt|es in particular, and increasing access to a wde range
of specialty services.

~Qur exam nation of the change in medical staff at rural
hospitals reveal ed several characteristics which were associated
with successful recruitment in the late 1980's. Educational
affiliation was very inportant for recruiting physicians to rura
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areas. FEach medical resident in a rural hospital in 1985 was
associated with a gain of one quarter of a physician on medical
staff from 1985-1989. W also found that rural hospitals with a
hi gher nunber of RNs in 1985 were nore successful in increasing
their total nedical staff from 1985-19809.

. Qur in-depth case studies of 18 rural hospitals provided

I nportant insights into the admnistrative and strategic factors
that contribute to some hospitals being nmore successful than
others in recruiting physicians. The successful hospitals have
wel | - devel oped |ong-term recruitment programs in_place, and view
the effort as one of their ongoing activities. This is in
contrast to the less successful hospitals who ten t% recruit on
a one-time basis to solve a short-run problem The hospitals
with successful physician recruitnent ﬁrograns often have at

| east part-time staffing assigned to the program on a permanent
basis, have their nedical staff heavily invested in the effort,
and have well-organi zed community support in place. Careful

moni toring health care needs in the service area and projecting
demands for services was also found to be a mpjor factor
differentiating between successful and unsuccessful hospitals.
Those with good needs assessment programs were much nore |ikely
to be successful in recruiting physicians and retaining them
after they joined the hospital staff.

One of the more surprising findings from these interviews
was the fact that hospitals who have had the best physician
recruitnment records tend to view recruiting firms as amnor part
of their Program These hospitals enphasize that the hospita
must develop a physician recruitment and retention strategy and
program that fits its unique needs and nmust take a lead role in
I mplementing the program on a long-term basis. Recrulitnent
firms, they note, should be used judiciously in a supportive role
rather than as the main conponent of the program






1. | NTRCDUCTI ON

~ This study conducted with funding from the Health Care

Fi nanci ng Adm nistration (HCFA) focuses on the factors related to
the successful recruitment and retention of ph¥3|c!ans.by snal |
rural hospitals. Physician recruitment and retention is” centra
to the assurance of reasonable access to health services in rura
areas. Hospitals have traditionally played a |lead role in this
recruitment, both in terns of organizing the effort, and in
providing the financing needed to create an attractive practice
envi ronnent .

~Wiile there are significant differences anong rural
hospitals in their ability to successfully recruit physicians,
the reasons for those differences have not been systematically
evaluated. The purpose of this project is to initiate this
anal ysis by assessing the environnental and organizational .
factors which influenced the successful recruitnent and retention
of physicians by rural hospitals. By doing so, this study
provi des useful “information for rural hospitals and comunities
which are seeking to recruit physicians. This study also
provi des valuable insights concerning the distribution of rura
physicians which is useful for public policy decisions.

This study addressed rural physician recruitment in three
ste?s.. The first step was a synthesis of the literature .
i ncluding sections on: comunity needs assessment; the financia
i npact of additional physicians on a rural hospital; ph¥S|C|an
practice |ocation preferences; short-term recruitnment _strategies;
and long-termrecruitment and retention strategies. The second
step was an enpirical analysis of rural counties and hospitals
linking three |arge-scal e national datasets — the OHM/DHHS Area
Resource File, HCFA/DHHS PPS datasets and AHA datasets. This
anal ysi s investigated the number of ﬂhyS[C|ans in rural areas;
the size of nedical staffs at rural hospitals; and
characteristics associated with changes in nedical staff at those
institutions. The third step involved in-depth case studies of a
sample of rural hospitals to provide detailed insight into
recrul tment practices.

Specific products which this work provides include the
fol | ow ng:

. A LI TERATURE REVIEW A synthesis of the literature on
physician recruitment in small rural hospitals;

PHYSI Cl AN SUPPORT MODELS: Alternative nodels to help rura
comuni ties and hospitals evaluate how many physicians thex
should recruit — based onenpirical analysis of over 2,00
rural counties and 2,000 general rural hospitals;
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QUANTI TATI VE ANALYSI S orF RECRUI TMENT SUCCESS: Enpi ri cal
i dentification of key operating characteristics of rura
2838]tals which successfully recruited physicians from 1985-

CASE STUDIES OF RECRU TMENT SUCCESS. |n-depth case studies
of a small sanple of sone successful and some unsuccessf ul
rural hospitals; and

Bl BLI OGRAPHY: An extensive bibliography on rural physician
recruitnent.



I11. LITERATURE REVI EW

The literature related to the recruitnment of physicians to
rural areas is wde-ranging, and includes such disparate subjects
as professional isolation and work opportunities for the spouse.
To acconmodate this large and diverse literature, and present it
In a cohesive manner, we have organized it under five nmain topics
which we feel represent the main dinensions of the issue. These
topics include nodels of how many physicians a comunity needs
and can support, physician |ocation preferences, short-" and long-
term recruitment strategies and physician retention strategies.

A. Comunity Needs Assessnent

A community needs assessnent is central to determning how

many physicians should be recruited. It should include

eval uation of how many physicians the comunity needs, how many
Bhy3|0|ans the comunity can directly support and how differences
etween need and support can be subsidized. Comunity needs
assessment shoul d involve consunmers, enployers, and other
comunity representatives as well as the hospital and nedica
staff (Moscovice & Rosenblatt, 1982; Boyd, 1986; Hunter, 1987;
Anundson & Rosenbl att, 1988; erayson, 1989; Lutz, 1989a; Fol ger
1990).  Support devel oped through community involvenent can be a
rural provider's greatest asset for physician recruitment and
financial survival in general

Good quantitative nmodel s concerning the appropriate nunber
of physicians for the comunity can be an inportant part of
comuni ty needs assessment. ey can help prevent bad decisions
and hel p inplement good ones. For exanple, Row ey & Baldwn
(1984) devel oped a nodel to determ ne how many physicians a
comunity can support. Some communities insiSted that they
needed nore physicians. However, they changed their mnds when
they saw that the nodel indicated insufficient demand and
requirenents for continual subsidy. In other comunities, Row ey
and Baldw n's nodel results showed sufficient demand to support
additional practices. For these comunities, the nodel results
were very helpful in recruitin Physicians. They provided
potential recruits with quantitative evidence that there was
sufficient community need to support a successful practice.

The literature contains both need-based and denmand- based
model s for determning the appropriate number of physicians.
A purely need-based approach determnes the appropriate nunber of
physi cians based on |ocal denographic information (ek?..how many
people in each age/gender category) and possibly epidem ol ogic
Information. However, it does not consider |ocal socio-economc
information such as | ocal enploynent conditions or the
attractiveness of rural life for physicians. Probably the nost
f amous need-based model was deve!oFed by the Gaduate Medical
Education National Advisory Commttee (GVENAC) to project
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nati onal demand for physicians (GVENAC, 1980b). The GVENAC node
consi dered: popul ation projections; rates of disease incidence,;
and professional judgenents concerning the effort required to
treat various ailnments and render efficacious preventive care
(Weiner et al., 1987).

Denmand- based nodel s include socio-econom c information,
usually in addition to denographic and epidemniologic infornmation
The appropriate nunber of physicians is the nunmber that the
conmunity can economcally support. Sophisticated denmand-based
nodel s often use statistical nodels to estimate the relationship
bet ween econom ¢ variables and denmand for physicians.

Reasons favorln% a need-based approach to physician
recruiting include the egalitarian nerits of neeting the health
needs of the comunity regardl ess of econom c conditions and the
transparent step-by-step determnation of the number of required
physicians. The main reason for a demand-based approach is that
demand for health care is actually influenced by economc
variabl es such as price, insurance, and medical " practice
arrangenents.

~Wen a rural community or hospital is considering how many
physicians it should recruit, it is prudent to consider economc
conditions. They may still decide to recruit physicians to meet
comunity need despite pr%Jthed practice deficits. However, It
is better to know of the deficits and identify the source of
practice subsidies before recruiting.

One of the sinplest need-based methods is to use nationa
average popul ation/physician ratios. The popul ation of the
service area is estimated and then divided by the nationa
popul ation/physician ratio (for a particular specialty) to get
the target nunber of physicians for the area.

However, wunadjusted use of a popul ation/physician ratio does
not consider |ocal denographic, epidemologic, or economc
characteristics. For exanple, since metropolitan areas generally
have nore physicians than rural areas, use of a national ratio
generally overestimtes the nunber of physicians for a rural area
conpared to other rural areas. It can be good for rura
providers and communities to take an aggressive approach to
neeting the health care needs of their own |ocal area. However,
iIf rural comunities recruit nore physicians than they can
support then relations with |ocal physicians nmay be harned,
new y-recruited physicians may have insufficient patient revenue
to be successful, or required practice subsidies may be greater
t han expect ed.

Extraordinary goals require extraordinary |ocal conditions
or effort. Commnities using national averagée figures for rura
areas nmay set extraordinary goals without realizing that they
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require extraordinary local conditions or extraordinary effort.
A nore conservative approach is to use rural average population/
pPyS|C|an rati os based on the national average for rural areas
al one

. Ocher difficulties in using population/physician ratios
include the twin problens of: (%) how to define "service area"
and.82) how to estimate use of non-local providers by |ocal
residents — called "outmigration". Several studies” have
documented outm gration as a serious consideration for |oca
rural providers.

For exanple, a study of Medicare hospital stays by Makuc et.
al . (1991) investigated the extent of outmgration across county
lines. Based on Makuc et. al. (1991), Medicare outmgration
across county lines for hospital care is greater than 50% for 45%
of non-netropolitan counties. Another study indicated that
patients leave their counties for 16% of patient visits
(Kl'einman, 1983). About 46% of visits by non-metropolitan
residents are made to metropolitan physicians, but only 12% of
visits by metropolitan residents were to non-metropolitan
physi cians (Kl einman, 1982; Newhouse, 1990).

. One studr determ ned the service market areas for each of 27
i solated rural Nebraska hospitals. \Wen narket boundaries were
drawn where only 10% of hospital patients enter or |eave the
market area, the average narket area for each hospital extended

over six counties and included 16 other hospitals. |f market
areas were defined where 25% of hospital patients nove in or out,
the average area still included 2.5 counties and 6.2 hospitals.

In both cases, many market areas included a distant urban center.
(Morrisey et al., 71988; Bronstein & Mrrisey, 1991).

A rural hospital may hope that l|ocal providers receive 100%
of market share within sone defined service area. [t may even
aggressively seek to attain 100% of the local narket share.
However, it should not assume away outmgration unless it has a
sure-fire nethod for creating a local provider nonopoly.

Sone sinple demand-based nodels include estimtes of |oca
econonmic conditions and outmgration as plug figures — an
estimated "collection rate" (percentage of gross physician
billings which the physician eventual |y receives in cash) and an
esti mated "outmigration percentage" (percentage of health care
services to local residents rendered by non-local providers).

The estimated plug figure for outmgration is critjcall
dependent on how the service area is defined. Sone methods tor
defining a service area include!
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EXPERT OPI NION: Expert opinion is used to forma service
area generally made of some conbination of pre-defined
geographic units (e.g. counties, towns, zip codes);

GEOMETRI C APPORTI ONMENT: Large regions (e.g a state) are
apportioned into round, square, or other polygonal ‘service
areas surrounding each provider with area size proportiona
to provider service volunme or capacity;

MARKET SHARE: M cro-area market share and/or patient origin
data (e.g. by zhﬁ.code) are used to define the borders for
an area Within which a provider has nore than a certain
percent of the market; or

MULTI - PROVI DER SERVI CE AREAS: Patient origin data by county
(or other geographic unit) is used to conbine counties into
services areas which may include several providers. The
service areas are constructed to mnimze border crossing as
best as possible with a limted nunber of service areas
éwhkuc et. al., 1991). These service areas nust still be

I vided up somehow to get provider-specific results when
there is nore than one provider per service area.

. “However, each of these nethods has problens. Expert opinion
Is limted by the accuracy of subjective know edge. t also
involves arbitrary pre-defined boundaries and excludes the inpact
of non-local supply and demand. Geonetric apportionnent also

I nvol ves arbitrary boundaries and does not really reflect non-

| ocal supply and demand.

Market share data yields areas which better reflect current
health care utilization patterns. However, if current
outmgration patterns are used to define the service area, then

this can "lock in" these existing patterns. In evaluating
potential recruitment, we are really interested in the potentia
service area, not the current service area. In the extrene,

using current outmgration patterns to evaluate the need for
change could lead to the circular conclusion that the current
number of |ocal providers is always adequate.

Recrui tnent of additional ?hyS[C|ans should cause the area
to grow — but by how much? Potential service area depends on
patterns of supply and demand for the whole region. oService area
expansion into a heavily conpetitive area is more difficult than
service area expansion into an underserved area. A fixed
boundary service area does not consider what is beyond the
boundaries. This is the reason for regional nodel’s — which

consi der physician shortages or surpluses in surrounding areas
when deternining the demand for |ocal providers.

Rowl ey and Bal dwi n (1984% devel oped a qualitative regiona
model to determ ne how many physicians a community can support.
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Rowl ey and Bal dwin (1984) recommend u3|n% census data to project
| ocal popul ation by age, sex category. They also suggest using
the national average nunber of physician visits per person from
the National Center for Health Statistics to estimte |ocal
demand per person by age, sex category. Mller et aI._(198%}
al so have developed a qualitative regional nodel. Their nodel
eval uates how many pediatricians a commnity can support. It IS
basically simlar to Rowey & Baldw n (1984), but is targeted for
a particular specialty.

. Wng and Reynolds (1988) devel oped a regional node
incorporating potential patient mgration to evaluate access to
pediatric services in a section of New York State. The
geographic unit of analysis was a zip code. For each zip code,

a single street intersection was chosen and a 465-by-465 matrix
of travel times between zip codes was conputed with the help of a
dat abase devel oped by the New York Departnent of Transportation
Once the area and inter-area access neasurenents were done, a
Portlon of each physician (supply) in each zip code was al]ocated
o other zip codes. Fully-geographically allocated physician
SUPPIy was then conpared to area ﬁfulatlons to nmeasure
ditterences in geographic access F ng & Reynolds, 1988).

In another study involving a regional nodel, RAND
researchers calculated the latitude and |ongitude of hVSICIan
practices. Rural areas were those containing towns of [ess than
25,000 People or no towns whatsoever. Using this access data
RAND estimated the distances fromrural residents to alnost all
3ﬁe0|allsts.(VVII|ans et al., 1983). This RAND study concl uded
that approximately 80% of rural residents lived within 10 m|es
driving distance of sone physician and 98% lived within 25 m|es.

B. Financial Inpact of Additional Physicians on the Hospita

The benefits of successful physician recruitment are many.
In addition to economes of scale which are essential for
survival under prospective payment systems, successful
recruitnment can create profesSional Synergism by adding new
specialties, enhance the hospital's positive inage, and encourage
peo?le in the community to use their |ocal hospital (Bonds,
1991). In this section we concentrate on the direct financia
I npact of physician recruitnent on the hospital.

The_physician i npact figures which are nost often nentioned
are hospital charges per physician (Carson, 1985; denn et al.
1988; Koska, 1988; Burda, 1990a; Bonds, 1991; Bonds & Pulliam
1991). For exanple, a 1987 survey of 32,200 physicians at 389
hospital s reported average |nﬁat|ent ross revenue per physician
of $406,400 1n 1987 dollars (Koska, 1988).
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However, charges are not cash profits. Payers often pay
much | ess than charges and additional patient volume increase
costs as well as revenue. Rather than focus on charges,
hospitals should focus on the incremental operating nargin from
addi tional patient volume due to the recruited physician. For
exanpl e, physicians in a particular specialty may bring cases
with high charges, but the hospital may |ose noney due to |ow
rei mbursenent rates for those DRGs, high variable costs, or both.

~I'n lowoccupancy rural hospitals, the narginal cost of
additional admssions in nost DRGs mnil,tend to be lower than the
margi nal revenue, so additional volune is good. However, sone
addrtional DRGs are better than others. A hospital should
eval uate the specialty (or DRG specific inmpact of recruitment.

One article, by Mirphy and Hallock (1990), estimates that a
200- 300 bed community hospital gains $2,000-$3,000 for each
addi tional adm ssion.” However, the financial inpact of physician
recruitment varies by hospital and over time as reinbursement
systems change. Factors which increase hospital gain from an
addi tional physician in a particular specialty include:

. Lower hospital variable cost per admssion for DRGs related
to that specialty;

Geater community need or fewer conpetitors for that
specialty's services;

Hi gher concentration of the physician's total practice
admssions in the recruiting hospital — solitary hospitals
average 146 admi ssions/physician; those with one conpetitor
average 125; those with two conpetitors average 117; and
those with three or nore average 84 (Koska, 1988);

A critical "step function™ in physician synerg|sm (e.g

first ﬁhys|p|an in the comunity,” critical nmass of primry
care physicians to support a general surgeon, or opportunity
to forma group practice);

Primary care specialties with high referral generation; and

Sﬁepialties, such as oB/GYN, with high influence on famly
choices for other hospitalization (Taravella, 1988).

~ Although the inmpact of recruitnent varies by hospital, the
literature provides sone information which may be useful for
comparison. As a sinple approach, we offer the followng as a
possible "rule of thunmb":

Miltiply the estimated incremental gross charges from an
addi tional physician tines the percentage of fixed costs in
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Kour_organization to estimate marginal net gain for the
ospital.

_For exanple, if a physician is expected to increase gross
hospi t al char%es by $500, 000 and hospital expenses are roughly
30% fixed (70% variable) with increased inpatient and outpatient
volume, then the net inpact of the physician on the hospital
could be estimted by $500,000 x .30 = $150,000. These rough
met hods are not rigofous health services research, but are
i nprovenents over those suggested in the literature, At the very
| east, they are better than u3|nF'gross char%es. $150,000 is a
lot of money, but significantly ess than $500, 000.

~Just because a physician adds $100,000 per year to a
hospital's bottom |ine does not nean that the hospital should.
find a way to transfer $100,000 of cash or services per year 1nto
t he thS|p|an's ockets. I f comunity support for a physician
through direct physician fees (supplemented by direct conmunity
subsidy) is not sufficient to attract and maintain a |ocal .
th3|0|an,.supplenﬁntal subsidies via the hospital my not be in

he comunity"s best interest. Aso, although hospitals and
physi cians have benefitted one another for decades, the direct
transfer of wealth froma not-for-profit hospital to individua
physicians has not traditionally been part of that relationship
and is prone to abuse.

Also, if a firmbegins selling its products at narginal cost
é r, in this case, transferring marginal profit into the pocket
P an economc a ent?, then alT of 1ts other custoners (in this
case, current nedical staff) will want the sane deal. The
hosgltal wll either alienate its existing staff by having a
doubl e standard in perks for existing versus new staff or wll
distribute profits to everyone based on marginal cost and go out
of business because fixed costs are not recovered.

C. Physician Location Preferences

In order to attract physicians to a hospital in a particular
area, It is inportant to know which factors inf|uence physician
practice location decisions. This section provides an overview
of the literature concerning rural comunity characteristics
which attract or discourage physicians.

Carol Cemenhagan, president of the Canadian Hospita
Associ ation, has obServed (Jones, 1991) — "In many respects the
I dea of the solo practitioner practicing in a small comunity is
perhaps a very lonely and in some respects a threatening
position.* In the literature, professional isolation is viewed
ne%atlvely by physicians (Evashwick, 1976; Qttensneyer & Smith
1982; Bruce, 1985; Cooper & Johnson, 1986; bDeFriese and R ckets,
1989; MBA, 1989; Christianson & Grogan, 1990; O fice of
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Igg?yology Assessment, 1990; Jones, 1991; Rosenblatt and Lishner

A study by Langwell et al. (1987) analyzed data which is
getting old, but the results are still inportant. It
Investigated the characteristics of those rural_ counties across
the nation which attracted young physicians. The study .
investigated which rural counties had attracted 1974-1978 nedica
scpool graduates by the year 1983 and which rural counties had
not .

The Langwell et al. (1987) study showed that counties with
| arger popul ations were nore likely to galn h¥S|C|ans and to
gain a larger nunber per county. ©Only 31% of the 740 counties
with less than 10,000 popul ation gained any youn% 8h si ci an,
while 62% of 909 counties with a population of 10,000 to 25,000
and 92% of 463 counties with 25,000 to 50,000 popul ation
attracted a young physician. Another study of 11,000 nedica
students al so showed that only about half as nmany students
Rggifrred rural practice in 1989 than did in 1981 (AAMC in Kirk,

Confirmng the ne%?tive I npact of professional isolation
t he Langwell et al. (1987) study also indicated that a greater
number of baseline physicians per_ capita was associated with a
greater increase in physicians. Even controlling for population
Size in multivariate analysis, increased physicians per capita
made a county nore attractive. Increasing the ratio of
physi ci ans per capita from 40/100,000 t0 60/100,000 i ncreased the
probability of gaining a young physician by 16% In a study by
Genn et al. (1988) it took a comunity of slightly over 17,000
to support one general surgeon, but an increment of only 4,000-
6,000 people to support a second one.

A major consequence of professional isolation is constant
on-call duty for specialties which require emergency coverage.

Constant on-call responsibilities discourage phgsicians from

| ocation in isolated areas (MBA, 1989; QOakes, 1990; Jones, 1991).
M nnesota hospitals were asked — "If a physician has rejected
your offer, at reason did he or she give?" Responses included:
"Lack Of nore MDs practicing in community"; "On-call
responsibilities and workload of small town practice"; and
"Amount of tinme on-call @ (MBA, 1989). In that sane survey, one
hospital said that the greatest obstacle which it faced iIn
physician recruitment was — "No back-up; unless we get 2
OB/GYNs, but not enough work for two."

. Corresponding to physician aversion to professional

isolation is the attraction of 8;oup practice. Physicians prefer

%Loup practice (Riffler, 1986; andall et al., 1990;
ristianson & Grogan, 1990). In the context of fostering a
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rural group practice associated with an existing urban group
practice, Otensnmeyer and Smith (1982) nention a "critical mass"
of three physicians.

G oup practice opportunities are generally attractive to
young physicians and are especially inportant in rural areas
where physician synergismis |[imted 9 oper et al., 1975;

Ei senberg & Cantwel |, 1976; Kibbe, 1979; Carpenter, 1982;

Riffler, 1986i; Christianson & Grogan, 1990; Crandall et al.,

1990; Murphy & Hallock, 1990). In a 1986 survexlof 305 nmedi ca

graduates, 31% of the graduates listed partnership or grou

r?FtIC618§6fne of the nost inportant |ocation factors (Holmes &
er,

In addition to opportunities for partnership and group .
ractice, availability of clinic support personnel, opportunity
or consultation and “continuing education, opportunity for

hospital practice, and arrangements for after-hours coverage are
al so inportant in §q¥3|0|an ocation decisions (Carpenter, 1982
Crandal I et al., 1990).

A 1986 questionnaire of over 200 nedical school graduates
asked which factors were nost inportant for their |ocation
decisions (Holmes & Mller, 1986). Their responses were
i nfluence of spouse; opportunities for partnership;, medical
school or residency nearby; climate or geography; reared in
simlar size comunity; and incone potential

In the Holmes and MIler (1986) study of nedical school
graduates, the graduate's spouses were also surveyed. The nost
Inportant factors for spouses were: influence of famly or
friends; spouse's (physician's) desires or career plans;, own .
career opportunities;” climte or geography; and reared in simlar
connun|t¥. Lack of career opportunity for spouses (esPeC|aIIy for
those with a high level of education) was a critical tactor 1n
medi cal school graduates' choosing not to practice in snal
communities (Holmes & MIler, 1986). The [esson: spouses are
| mportant!

In one study, 50% of female famly practice physicians and
11% of male fam |y practice physicians ranked enployment
opportunities for "spouse as inportant in selecting a practice
location (Cgle et al., 1986; andal | et al., 1990). Two
Profe33|on coupl es have nmore mobility (Jones, 1991) and it may

ake nore effort to attract themto rural areas.

Al though some aspects of practice in a rural commnity, such
as professional isolation and constant on-call duties, na?,be
negative, nan% aspects of a rural lifestyle may be attractive
In” M nnesota hospitals' (MA 1989) responses to the question —
»why has your hospital been successful in physician recruitnent
and retention?" — positive aspects of rural "living which hel ped
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recruit physicians included: "recreation opportunities”;
"pleasant lifestyle"; "excellent l[ifestyle and amenities of the
community"; and "high quality of life."

Rural comunities nust conpete with urban and suburban areas
for physicians. This requires much nore than advertising. It
regU|res marketing the nanY positive aspects of rural practice
and rural life (Crandall et al 1990; Barnes, 1990) Sone of the
literature describes how rural nedicine involves a nore persona
touch and comunity SPIrIt (Margolis, 1990) Educational " and
social factors also play a role in ph¥S|C|an | ocation deci sions.
In the Langwell et al. °(1987) study, the presence of a college or
university in the county increased the probability of gaining a
young physician by 13%  Also, a greater proportion of white
collar workers made an area nore attractive to young physicians.

~Orher factors nentioned in the literature which discourage
physicians from locating in underserved rural areas include:
econom ¢ constraints on inconme; substandard housing; absence of
consul tati on; scarC|tY.of health care facilities and technol ogy;
preference for urban |iving anong phg3|0|ans; and opposition Trom
exi sting providers (Cooper et al., 1975, Cotterill & Eisenberg,
1979; Evashwick, 1976; Otensneyer & Smth, 1982).

D. Conponents of a Sound Physician Recruitment and Retention
Program

1. [ ntroduction

. By many accounts, conpetition in physician recruitment is
increasing. In a 1986 survey of 1,100 hospitals (Riffler, 1986),
58% of hospitals (63% of those under 50 beds) reported that they
needed additional physicians. In a 1989 survey of 654 hospitals
(Koska, 1990d), 60% of hospitals said that there was nore Intense
conpetition in 1989 than in 1988 (Koska, 1990d). In a 1991
survey, 80% of responding hospitals and 43% of all roug
practices were actively recrU|t|n§(fhysLC|ans (Bonds, 1991). A
recent survey (Merritt, 1991& of 300 residents showed that ‘every
reS|deP% received at least 50 job offers and 49% received 100 or
nmore of fers.

~ Recruitnment conpetition has been the nost intense for
primary care physicians (Gayson, 1989). Demand for primary care
PhyS|C|ans from conmpetitive plans has increased (Wagner, 1991).

nstead of recruiting solo practitioners, 85% of hospitals are

hel pi ng nenbers of their nedical ?taffs expand their_gractices
(Koska, 1990d). However, 38.5% of patient care physicians are
still in solo practice (Marder et al., 1988).

Estimates of the overall average nunmber of nonths required
to recruit a physician range from 6-12 nonths (Bonds, 1991;
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Koska, 1990; Health One, 1991). Time estimtes for smaller
hospitals are nuch greater, with results from one survey _

i ndi cating 15-27 nonths for recruitnent (MiA 1989). Accor di ng
to one physician recruiting firm hospital admnistrators who do
their own recruitment spend around 15-20 hours per week (G ayson,
1989).  Four out of five physician recruitment physician visits
result in the physician turning the hospital down (Bonds, 1991).

Al though often nore anecdotal than'enpirical, the literature
related to physician recruitnent suggests several specific
di mensions of "a successful program ~ Some of the nmore salient are
sunmari zed bel ow.

2. Bet Realistic Goals

"Despite the tine pressure, it is very inportant to set
realistic goals for recruitment searches {Koska, 1990) . .
Estimates of the average nunber of nonths required to recruit a
EEyS|C|an range from 7-12 nonths (Bonds, 1991; Koska, 1990b;

alth One, 1 91& and time estimates for smaller hospitals are
greater (MHA, 1989). The fact that hospitals often pay
recruiting firns 35% or nore of a physician's annual income
(Bonds & Pullianm, 1991¥.suggests that physician recruiting also
requires significant tinancial resources, whether done in-house
or by an outside firm

3. Prepare Practice Specifics Before Recruiting

| deal Iy, a physician candidate should find a practice
"ready to go" when he/she visits the commnity. tention to
practice issues before recruitnent begins is essential. This
should at least include the availability of office space, a
mar ket anal ysis, patient base volume projections, practice incone
and expense projections, and information on where best to |ocate
(Koska, 1990b). A list of guidebooks relevant to these issues is
included in Appendix H Volume I1I.

It is also, inmportant to provide information on practice
support services i.e., marketing, practice managenment Services,
electronic links, insurance support, connections with tertiar
centers and specialists, educational support services, and other
servi ces (Koska, 19%0b). A 1987 study reported that 52% of 111
hospitals surveyed provided free office space to physicians
(Burda, 1990a). Mre recent literature indicates that options to
purchase or |ease nedical space and equipment are also be|n8
offered as recruitment incentives (Roach and Nodzenski, 1990).
Having specific identifiable space available and the financia
arrangenents for that space worked out in advance, clearly
enhances the recruitment process.
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4. vse Net wor ks

Li nkages with relevant physician and non-physician networks

to identify candidates is an inportant conponent of a recruitnent
strategy. ~One candidate is identified, timely followup wth
}[HE lTmts on the decision making process is highlighted by the

Iterature (Koska, 1990b).

~Some nulti-hospital organizations are devel oping in-house
physician recruitnent services for their menbers. These services
often include (Fisher, 1991; Geene, 1991): developing a
physi ci an reglstry network or access to a national database of
residents an Ypung physi ci ans seeking new positions; developing
a recruitment [ibrary; an annual forum on recruitment; access to
services_ provided bz resune clearing houses; and professiona
advertising and marketing support.

A study of physician recruitment experiences by HMos
conducted by Fink {1981& underscores the inportance of network
linkages. Contacts with physicians and physician groups_was
noted as high level priorities by these organizations. The
followng is a sumary of evaluation of recruitnent methods.

. Very Very Not No
Recrui t ment Met hod o Useful Useful Useful Answer
Contacts with boards of physicians - - 15% 81% 4%
Contacts with county med societies 4% 13% 81% 2%
Contacts with staff in hospitals

or teaching institutions o 28% 54% 17% 1%
Services of Goup Health Association -- 17% 81% 1%
Newspaper and journal ads . 38% 38% 24% -
Recruiting at professional meetings % 23% 67% 3%
Personal contacts by staff o 57% 39% 3% 1%
Unsolicited inquires from physicians 27% 52% 15% 6%

(Source: Fink, 1981)

5. Recruit the Wole Famly

~ Several articles point out the inportance of recruiting the
entlre_fan1ké when atteTPt|ng to attract a ph¥%|C|an to the
comunity (Health One, 1991," Koska, 1990b). Doeksen et al.
(1988) reconmends prQV|d|n%.the famly with information on |ocal
school systens, housing, child care, cultural activities,
recreational opportunities, and other comunity resources. Koska
al so recommends providing information on |ocal and regiona

enplgynent and educational opportunities for the spouse (Koska,
1990b) .
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These authors note that spouse relations is an area where
communi ty involvenent and support is invaluable. Wether it
i nvol ves investigating career opportunities or meking the spouse
and famly feel welconed, support from comunity |eaders and
groups can make the critical difference in recruitment success.

6. Ensure a Wl l-Coordinated Team Effort

Several authors enphasize the inportance of a well organized
recruitment team that includes community menbers and the nedica
staff (Health One, 1991, Koska 1990b). ~Making sure that the
nmedi cal staff and comunity |eaders are well i1nformed about the
recruitment program and the game plan was noted asbeln?
especi ally inportant &Koska, 1990b). Koska al so notes that
personal preferences of team nenbers can seriously limt the
effectiveness of the search if allowed to unduly narrow the range
of acceptable candidates (Koska, 1990b). He points out the
I nportance of being specific enough about desired physician
characteristics and the clinical role to adequately present the
oPportunlty yet being flexible so as to accormpdaté a w de range
of applicants (Koska, 1990b).

7. [ ncome Quar ant ees

Income guarantees were an increasingly comon form of-
recruitment incentive during the |late 1980's. In a 1986 surve& of
1,100 hospitals (Riffler, 1986), 69% of hospitals with under 200
beds reported using some kind of I ncone quarantee to recruit
physi cians versus only 37% of hospitals wth 201-300 beds.

Around 72% of investor-owned hospitals offered an income

guarantee versus 42% of tax-exenpt hospitals. By 1987 (Burda,
1990a), a survey of 114 hospitals reported that 95% used "inconme
guarantees™ for physician recruitment. In the sanme survey, 88%

rei mbursed physicians for relocation expenses; 52% gave free
office space; and 35% provided interest-free |oans ?Burda,
1990a) .

Based on an informal survey in 1986, one author estimated
that half of all hospitals offered incone guarantees with no
regaynent provision to recruit Phy3|0|ans Bronberg, 1986). In a
1987 survey, 95% of 111 hospitals reported offering incone
guarantees to recruit physicians (Burda, 1990a). n a 1988
survey of 300 hospitals, "53% reported subsidizing new physicians
with 1ncome guarantees (Perry, 1989).

“In the 1989 survey of physician recruiting by 110 M nnesota
hospitals (MHA, 1989), reported compensation packages included
the following, in order of decreasing preval ence: i1ncone
guarantee; paynent for relocation expenses; salary; benefits;
overhead; malpractice tails; incentives; and other (signing
bonuses, start-up |oans, home |oans, school |oan repaynent). The
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average inconme guarantee was $76,000 and the average salary
offered was virtually identical (MHA, 1989).

. In one ﬁrogran1 provision of a fixed salary or guaranteed
income for physicians locating in rural areas succeeded in
recruiting 60 new physicians Into 3 rural counties in New York
State (Korman and Feldman, 1977; Crandall et al., 1990).

Many young nedical graduates and especially females often
prefer a salar[ed.FQS|t[on. This avoids the heavy investnent for
practice and liability insurance and provides perks such as.
regul ar hours, Pald vacations, and retirement plans. Salaried
positions therefore may provide attractive conditions for sone
physi ci ans.

Wi le salaried positions are becomng nore popul ar, incone
guarantees are comng under critical evaluation due to both long-
term performance and |egal considerations. Burda notes that
"some Other hospitals are scrapping ﬁurely financial incentive
packages because they don't ensure the Iong-ternlloyalty of
physicians... A physician who nmoves for a better deal wll nove
again,."

An inportant legal issue is whether a physician must repa
money given by the hospital as part of an income guarantee. at
was once consi dered ﬁood practice in this regard I's now

uestionable under the evolving fraud and abuse regulations
?Bonds and Pul liam 1991).

It has al so been conmmon for income guarantees to include a
performance bonus to be paid when the physician generates nore
Incone than the mininum guarantee. This now may violate fraud
and abuse regul ations unless the physician "is not required to
make referrals to, be in a position to make or influence
referrals to, or otherwise generate business for the [hospital]
as a condition of receiving benefits" (Bonds & Pulliam 1991).

8. Relocation Paynent and Qther Direct Incentives

In a 1987 survey of 11 hospitals, 80% paid for physician
rel ocation expenses and 35% offered interest-free |oans (Burda,
1990a). A 1989 survey of over 100 hospitals, found that the
average relocation expense paid was $5,833 (MHA, 1989). Loans at
times include both practice start-up |oans and hone |oans (MHA,
1989; Roach and Nodzenski, 1990). ditional benefits such as
mal practice insurance or life insurance were found to average
over $9,000 in the MHA study (MHA 1989).

- A 1987 study b{ a physician recruiting firm found that
hospitals in less attractive |ocations were offering "sign-up
bonuses" ranging from $20,000 to $50,000 to recruit physicians
(Burda, 1990a; Roach and Nodzenski, 1990).
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E. Long-Term Recruitment Strategies

VWiile the factors discussed above are inportant elenents in
a good recruitnent strateg%, they clearly nust be part of a |ong
termstrategy in order to be effective.

“Many surveys (of physicians as well as hospitals) confirm
the inportance of hospital quality, particularly quality nursing
staff, in attracting and retaining physicians. ~Surprisingly,
much- publicized perks such as office space and joint ventures
someti mes rank as |east inportant. (Nordstrom et al., 1987,
Perry, 1988; Koska, 1989; Flory, 1990; Roach and Nodzenski,
1990; Smth et al., 1990; Smth and piland, 1991).

~One health care attorney (Burda, 1990a) noted that sone
hospitals are scraPp|ng purel'y financial incentive packages
because they do not ensure long-term loyalty of physicians.
These hospitals are favoring strategies that tie physicians into
hospitals" operations - such as naking them nenbers of key
managenment and planning comittees.

This is not to indicate that hospitals should ignore office
space or short-termrecruitment incentives. It does suggest,
however, that short-term recruitment strategies will be
ineffective without the supﬁort of a long-term commtment to
qual ity services and good physician relations.

A second reason to consider |long-termas well as short term
recruitment and retention strategies is that many common short-
term strategies are comng under scrutiny for possible violation
of tax and referral fee statutes (Biros, 1989; Peters &
Carpenter, 1989; Mackelvie, 1990). Many of these short term
ElpanC|aI approaches to the problem may not be possible in the

uture.

1. Conmmunity Invol vement and Support

Rural hospitals and their conmmunities are interdependent.
In addition to providing health care, rural providers Infuse
dollars into the community and provide basic services which are
essential to attract and retain other enﬁlogers in the comunity
(Christianson & Faul kner, 1981; Boeder, 1989; Hart et al., 1990;
MDernott et al., 1991). Good access to local health care can
also |ead to higher worker productivity.

Conpani es may meet strong resistance if they try to transfer
enpl oyees, partlcularIY hi gh-1ncone professionals, into a
comunity which lacks Tocal” access to good health care. (Cordes,
1989). A M chi gan-based cog&any was conS|der|n? bU|Id|ng a plant
in an lahoma conmmunity. en the local hospital close
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however, the facility was postponed. After the community rallied
to support the 25-bed hospital with sales tax revenue, the .
hospital reopened and the conpany proceeded to open the plant in
the community (G eene, 1991).

Christianson and Faul kner (1981) estimated that the average
rural hospital adds $700,000 to $1,000,000 to | ocal econom es
whil e Doeksen et al. (1990) estimated a s-year inpact of a rural
hospital closure on its comunity of $1.7 mllion. Based on data
from four rural Uah hospitals, Dermott et al. (1991) estimted
that closure of a 70-bed hospital would cause direct and indirect
| osses to its comunity of approxinately $3,780,000 per year.
Thi s interdependence between a rural hospltaf and its comunity
makes it essential for all parties that the rural community be
geeply involved in health care planning and physician recruitnent

ecl sions.

e apProach to active comunity recruitment is the
formation of a new community organization for physician
recruitnent. Support or subsidy of physician practices by an
under served conmunity may be less open to clalinms of provider
self-interest than subsidy of physician practices by a hospital
even if the hospital is supported by comunity donations.

~In one case, a rural conmunity which did not have a
physician formed an organization to attract a physician by
erecting a nmedical offrce building and renting space at a below-
market rate. In return for the space subsidy, the physician had
to agree to serve the entire commnity, provide energency
services, and (within limts) care for those who coul'd not pay
(Sull'ivan and Moore, 1990). Oher fornms of recruitnment support
whi ch communities may provide include guaranteed inconeg,
accounting services, or low interest |oans (Boyd, 1986).

~ The IRS ruled that the organization offering subsidized
medi cal office space was exenpt (Sullivan and More, 1990)
because: the physician did not have an enploynment or close
rofessional relationship with the organization; the subsidy was
or relocation and charity care, not referrals; and the private
benefit to the physician was incidental to the public benefit of
final ly having a local physician.

Anot her case involved a somewhat nore creative approach. One
rural comunity decided not to ”sgend noney on a recruiting
firm.* |Instead, they offered a $10,000 to anyone in the
community who submtted the name of a satjsfactory physician who
came to practice in the community. The winner would Teceive

$5, 000 wnen the physician Oﬁens practice, $2,500 at end of the
first year, and $2,500 at the end of the second year. The program
encourages citizen involvenent and the noney stays in the

community (G ayson, 1989).
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Bonds and Pulliam (1991) recomend active involvenent in
recrui tnent by personable bankers, nenbers of the chanber of
comerce, and real estate agents. Some of these community
menber s nay sponsor enjoyable events for the physician famly,

articularly 1f there are overlapping personal interests or
obbies. Also, loans negotiated Independently b% a conmunity
banker will be less subject to legal problens than those
negotiated (and subsidized) by the hospital

~Community support can go beyond direct assistance with
ﬁhyS|C|an recruitment. In the current rural environment and
ealth care paynment system rural hospitals are financially
vul nerabl e and nany reqU|re.cont|nU|n% subsidy to remin open.
Local tax support Is a growing form of subsidy and a significant
determnant of rural hospital viability (Davis et al., 1990).

One 58-bed rural hospital with heavy debt service had a |oss
of $826,000 on net patient revenue of $5.8 nmillion and went into
technical default on the bonds because the debt-reserve fund was
depleted. It considered joining a system selecting a managenent
firmtorunit, filing for bankruptcy, or asking the comunrty
for tax support. The communit voted.by_a 64% majority to levy a
property tax which collected $1.53 mllion in a county with a
ﬁopu!atlon of 30,000. The hospital admnistrator said — "Rural

ospitals have got to get nore aggressive in describing to their
communi ties how vital the hospital is to local healthcare needs
and to the local economy" (Nemes, 1990).

2. Medi cal Staff Involvement and Support

"Physicians recruit physicians” — advises a document on
recruitment by Health One (1991). SuPport froma hospital's
current medical staff is inportant, often critical, to successful
recruitment. A president of the National Association of
Physician Recruiters said that the nmain influence on physician

| ocation is "quality of peers" (Koska, 1990b).

However, comunity physicians in established practices often
have ingrained resistance to change and conpetition (Otensneyer
& Smith, 1982). Hospital and nedical staff nmay even conpete in
clinics and other outpatient services (Smth and Piland, 1991).
Est abl i shed phyS|C|ans.na% view practice (start-up) supﬁort for
new physicians as unfair because they did not get such hel p when
they began years ago (Ottensmeyer & Smth, 1982).

Such feelings are very understandable, both econon1ca||¥ and
psychol ogi cal ly. "They al so exPIaln why nedical staff generally
underestimate conmunity need for additional physicians and may
|n|t|ally oppose recruitnent (Hunter, 1987. Bonds, 1991).
Disgruntled and unsupportive nedical staff will not put their

best foot forward during candidate visits. One article goes so
far as to say that a strong conmtment to the recruitnent effort
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by all institutional constituencies is necessary "to avoid
sabotage" (Hunter, 1987).

Everyone involved should agree on the need, the type of
package which can be offered, and the Eractlce options” ( Koska
1990? before recruitment begins. The key to nedical staff
i nvol venent in physician recruitnment is to stay on the "high-
road" of comunity need — to focus on how best to neet the
evol ving needs of "the comunity. This is why nmeasuring comunity
demand, “supply, and net access to health caré services is so
i mportant.

~If all the players agree on the amount of physician services
whi ch the community and hospital can support, then it is nuch
easier to gain agreement on how that need should be net. By
working together to determne commnity need, the hospital and
its staff can mnimze disagreenent based on differences in
perceived need (G ayson, 1989).

A medical staff developnent plan before recruitnent is very
useful.  The plan should be: based on projected comunity need
consistent with the institution's mssion; and recognize
physician interests (Porn, 1990; Roach and Nodzenski, 1990). As
side benefits, the plan may also help defend the hospital against
challenges to its recruitment methods and alleged wongful denia
of privileges or violations of antitrust |aws ?Roach and
Nodzenski, 1990).

3. Commtrment to Quality

I'n 1989, 225 physicians at nine hospitals in Kansas and
Colorado Iisted what is nmost inportant to themin a hospital. The
tpp rated factors mere.quallty of care and patient satisfaction
with hospital and nursing staff (Koska, 1989c). In another
survey of 330 physicians throughout the country who were
considering relocating (D smuke, 1989b), quality of hospital
facilities was rated as the nost inportant consideration
followed by inconme potential; overall life-style; spouse's
preference; climte; desirable partnership; and regular contact
with other physicians.

~In a 1988 survey by Ham Iton/WA (G ayson, 1989), 623
hospitals responded to the_question — Wat makes physicians
| oyal to your hospital?" The top two responses were nursing
conpetence and quality of care, tollowed by: level of technology;
sound personal relationships; quality |aboratory services;
financial incentives; professional [t1ability insurance; and
practice management aids.

I'n Mnnesota hospitals' (MHA, 1989) responses to the
question — Wiy has your hospital been successful in physician
recrui tment and retention?" — quality of the hospital was
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mentioned nost often. Responses included the follow ng
(individual quotes):

Vel | equi pped, nmodern hospital; new facility; state of
the art equipnent; [university hospital] affiliation; high
patient care standard; quality trained staff; unique m ssion
of hospital, quality of nedical staff; good opportunity for

rof essional challenge; a good medical staff; attractive
ospital/clinic; opportunities to engage in teaching and
research activities; recent hospital upgrade; excellent
;ac!I!%y; clinic affiliated with larger clinic; good
acilities.

A 1987 survey of physicians in an area with stronP
conpetition anong” three Targe (300+ bed) and three sma
(approximately 100-bed) hospitals asked which_hospital
characteristi¢s they found nost attractive. The nost inportant
single variables for all physicians were (Nordstromet al.,
1987): nursing; surgical facilities; |aboratory services;
anest hesi ol ogy services; and radiology services.

~The inportance of quality hospital personnel (particularly
nursing staff) to recrU|t|n? and retaining pq%s|0|ans Is a .
strong, recurring theme in the literature. I's assessnent is
shared by sone recruitment experts who note that quality nursing
staff and quality of peers are.Phys|C|ans* hi ghest priorities,
followed by the quality of facilities and equipnent (G ehann in
Koska, 1990; Roach and Nodzenski, 1990).

An excellent nursing staff attracts excellent physicians.
An excellent nedical staff (which interacts with other health
rofessionals in a collegial manner) attracts excellent nurses.
his duality suggests a second neaning for the term "quality

circles."

How does one start the circle noving in the right direction?
One exanple relating to nursing staff is the case of a rural
hospital admnistrator who is encouraglng seven LVNs who work at
the hospital to %o for RN training. he nurses work for 12 hours
on Saturday and 12 hours on Sunday. The hospital pays them for a
40-hour Week so they can attend classes 60 niles away. The
adm nistrator notes that sonetimes the only way to get qualified
health professionals in rural areas is to "home grow thent
éV%ber, 1989). One might not initially think of nursing
eveIoPnent as a "physician recruitment strategy,” but it is
probably an excellent way to start a positive cycle.

One article contains the follow ng blunt comrent (G ayson
1989) on recent devel opments in physician relations —

"For Yyears, CEOs thouqht that they could buy their way out
of medical staff problens through joint ventures and buy
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physi ci an Bractices. In nost cases they got nore problens
than they bargained for. There's a lot to be gained by
treating physicians fairly and by running a good, efficient,
qual ity hospital."

The first part of this conment is probably an unfair over-
generalization. The second part of this comment nay be a little
naive. Some CEOs m ght "treat physicians fairly and run a good,
efficient, quality hospital" and’still see their institutions_ go
under. However, it will be less likely. Mnagenment fads come
and go; financial schemes blessom and then wither under the glare
of new regul ation; but commtment to quality — keeping custoners
happy, treating workers with respect, and neeting community needs
— never goes out of style. Constant commtment to devel oping
quality-oriented hospital personnel is the probably the single
best long-term strategy for physician recruitment and retention
(Smith et al., 1990).

One administrator of a 200-bed hospital says that the¥ don' t
use financial incentives to attract and keep physicians. 1nstead
they try to sell physicians on the quality of their services —

"Ethically, we wouldn't do it. And financially, we can't
consi der "it." (Burda, 1990a).

~Several sources confirm the inportance of enphasizing

uality care for good physician relations (Shortell, 1985;

I mberly & Zajac, 1985; , 1989; Smth and Ppiland, 1991).
Al'so, Lane & Lindqui st (1988? reviewed the literature on what
Ratlents want from a hospital and found that nost studies rank
ospital quality as nost inportant (in Bronstein & I\/brrlse}/,
1991).  Thus, short-term recruitment incentives may be useful,
but Iﬁnq-tern1conn1tnent to quality personnel and quality care is
essential .

4. Key Hospital-Based Resources

Related to a general enphasis on quality is the traditiona
role of the hospital providing specific staff, services, and
equi pment to attract phg3|0|ans.FSw1th et al., 1990). The
hospital is attractive because it serves as the physician's
second office, with no overhead expenses (MlLaughlin et al.
1985%. One study of rural hospital closures found that hospitals
which closed during 1980-87 tended not to provide physical
therapy, respiratory therapy, ICU, CT, and diagnosticC,
radi ol sotope services as conpared to those which remained open
(Mul I ner et al., 1990).

A 1988 survey of 623 hospital 6 asked — \Wat make6
physicians loyal to your hospital 2" Response frequencies for the
top responses were: nursing conpetence, 92.2% quality of care,
91.8% Ilevel of technology, 86.2% sound personal relationships,
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85.4% and qualit¥ of lab services, 79.7% (Gayson, 1989). Expert
opinion confirms the inportance of hospital staff, services and
equi pment attracting physicians (Roach and Nodzenski, 1990).

5. Encourage Devel opment of Local Goup Practices

Hospitals are increasingly helping their nedical staff
expand their practices, especially practices which are adding new
menbers or 9repar|ng for retirement (Gayson, 1989b; Kosk?,_1990;
Hunter, 1987; Shorr, 1987; Mirphy and Hallock, 1990). Helping
existing practices signifies cooperation rather than conpetition
and creates goodw || Dbetween the medical staff and hospital. It
al so inproves recruitment efforts because young physicians
eneral 'y prefer dealing with a medical practice rather than a
183 ;tzﬂ (Grayson, 1989b; Christianson & Grogan, 1990; Koska,

NUrPhy and Hallock (1990) provide a good summary of the
otential advantages and disadvantages of different roles for the
ospital in fostering group practice formation. A Jackson-and-
Coker/Hospitals survey of 654 hospitals (Koska, 1990) indicated
that 85% were hel ping their nedical staff expand their practices.

A survey of 301 hosprtals by the aHa Society for Healthcare

Pl anning and Marketing (in Perry, 1989) reported that: 68% were
assisting practices in transition (such as adding a partner,
nerging, retiring, or selecting a location); and 65% offered
physician recruiting services to assist medical staff in finding
a replacenent physician for theirpractice

_ O tensneyer and Smith (1982) Frovide a good summary of what
Is required to set up a successful rural group practice. W
include it here, with some additional comments:

GENERAL COVWMUNI TY SUPPORT: The cpnnunltY must support the
practice by using it. The practice will probably succeed if
the community is sufficiently conmtted to raise some of the
practice start-up costs. Otensneyer and Smth estimate
start-up costs of approximtely $250,000 per physician (in
1982 dol lars) for a mnimum three-physician practice.

MEDI CAL COWLUNI TY SUPPORT:  Established local providers nay
resist conpetition and resent support of start-up costs
which they did not get years ago. However, the focus shoul d
be on comunity benefit, not on benefits for particular
providers, old or new

COMWUNITY NEED:. Accurate assessment of comunity need is
inportant. COttensmeyer and Smith (1982) recomend using
national (rural) physician to population. Sone of the
met hods discussed earlier in the work may be used.
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FI NANCI AL ANALYSI'S: A cash flow analysis incorporating,
operating costs, operating income, and apportioned capita
and financing costs should be done. Ildentify a funding
source for capital and use the appropriate discount rate to
di scount future cash flows. Also remenber that new practices
take a while to build up nonthly patient volume (Mller et
al ., 1989, 1991). Calculate a "break-even analysis" — the
monthly patient volune at which net patient revenue covers
monthly costs — and include subsidy of the build up time as
part of the start-up costs.

. MANAGERI AL CONSI DERATIONS:  Ottensmeyer and Smith recomrend
that the group be separate with its own managenment structure
(including a physician chief officer and a non-physician
manager). The practice can receive support and guidance
from a sponsoring organization. They al so suggest that
managerial support systens (personnel operations, .
purchasing, accounting, billing, naintenance, stenographic
services, nmedical records managenent, etc.) be on site.

Wth advances |n_teleconput[n? since 1982, this |ast
recommendation mght be a little nmore flexible now

MEDI CAL  STAFF RECRUI TMENT: |f the new group is sponsored,
then the sponsoring organization (e.g. established group
practice or hospital) can help in recruitnent. Qtensneyer
and Smth (1982L describe one possible salary arrangement:
new physicians have a one-year contract with a negotiated
salary and fringes; then after two years, they continue with
a base salary plus an incentive conponent.

MEDI CAL REFERRAL: Ottensnmeyer and Smth recommend a policy
of "no mandatory referral® Tromthe new rural group practice
to the sponsoring organization (e.g. established urban group
practice). Their reasons for a "no mandatory referral”
policy include: it is difficult to enforce and can cause
antagonism — and — the new rural practice nust be part of
its comunity; if there is a good local consultant, that
consul tant should receive the referral. The 1982 article

al so mentions financial interdependencies between the new
practice and the sponsoring organization. These nust be
evaluated with consideration of the last decade of

devel opnents in referral-related statutes.

The literature includes an exanple (given by an executive of
a recrU|t|n? firm wherein an energency nedicine groug practice
was formed to staff hospital energency departnents. The conpany
brings the physicians together, contracts with hospitals for
coverage, and turns the contracts over to the physicians who
negotiate directly with the hospital (Gayson, 1989Db).
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. On-Cal | Relief and Collegial support

On-call duty is_an inportant factor in recruiting physicians
to rural practice. The following are sone answers given by
hospitals in response to the question — "If physicians rejected
your offer, what reason did he or she give?" (MA 19891; ER cal
arrangenent; anount of time on-call; on-call responsibilities and
wor kl oad of small town practice. Al'so consider the follow ng
statement by an anesthetist whose decision to |eave a small town
forced the Tocal hospital to close its operating room — "“There
was onlglne doing anesthesia. The on-call conm tnent was not

acceptable. | could never take ny wife and kids away for a
?Sgkfnd — | had to be within a 'o-mle radius of Digby" (Jones,

. On-call relief naturally occurs in group practice. However,
If there are |imted group practice opportunities, other
arrangenents to provide on-call relief can be developed. For
exanple, the Saskatchewan Medical Association has arranged a
permnent pool of 2-3 physicians who travel around the province

and fill in for short periods (Jones, 1991). In another case, a
university found a locum tenens so that isolated physicians could

%88§F vacation with famly or attend a nedical meeting (Bruce,

The Rural Wsconsin Hospital Cooperative (RWHC) consists of
19 autononous rural acute hospitals and a university hospital.
The Cooperative enploys professionals to provide support or
clinical services and contracts with over 100 physicians to
provi de emergency physician coverage. It al so Supports a
qual ity assurance program that will include a process for
regional physician credentialling and privileging (Size, 1990;
RWHC, 1991). The RWHC has been able to provide a network of
support which reduces the professional isolation which is conmon
for solo practitioners at rural hospitals (RMC 1991; see also
Crandal | et al., 1990).

7. Connections with Tertiary Centers and Specialties

Primary care physicians need sub-specialists to provide
consultations and see referred patients, communicate patient
prognosis and treatment; and refer patients back for follow up
care (Ottensneyer & Smth, 1982; Crandall et al., 1990). Sub-
specialists, in turn, rely on primary care physician referrals to
sustain their practice (Genn et al., 1988, Wber, 1989, Koska,
1990). Although there can be tension when they are in separate
organi zations, they need each other. Cooperative interaction can
be an effective strategy to address the potential professional
I solation of rural physicians.

There are proportionally nore primary care physicians in
rural areas and nore sub-specialists in urban areas. Thus, many
aspects of the primary sub-specialist relatjonship also surface
in ruraleurban provider relationships. Athough there can be
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tension between rural and urban 8roviders, but they also need
each other (Crandall et al., 1990).

Rural hospitals need access to tertiary resources which they
can not support and urban (or tertiary regional) hospitals need
rural hospitals for their referral base (Kant, 1991). An
estimted 58% of adm ssions to tertiary care facilities come from
referrals to sub-specialists by primary care practitioners
(Perry, 1989).

To enhance rural practice, hospitals should help develop
good referral arrangements between prinary care Phy3|p|ans and
sub-specialists. For sub-specialists who are not available
| ocal [y, some arrangements can be developed at the institutiona
| evel — Dbetween rural and urban hospitals.

Technical ly, such arrangenments range from

Tel ephone-voi ce-based services (wherein verbal information
I's communicated); to

H gh-tech renote and decision support services émherein
encoded information is comunicated or expert advice is
computer simulated); to

. Trayel!inP speci alist services (wherein sub-specialists
periodically travel to rural areas); to

Mobi | e equi pment and special i st services Emherein a nobile
serV|fe unit, both equipment and people, travels to rura
areas) .

CI?anizationalIy, rural -urban arrangements shoul d address
the folTow ng sensitive issues:

The literature suggests that urban centers did not work to
make referrals or consultations convenient for rural physicians
or their patients (Cooper & Johnson, 1986). However, tines are
changing. Tertiary centers are now realizing the extent to which
their specialists depend on a regional network of physicians and
?gggynr ing to make referrals and consultations easier (Perry,

~Many rural physicians are reluctant to refer patients to
speci alists because they do not get an update about their
patient's prognosis and treatment (Perry, 1989). This
communi cation nust bei nproved.

~Many rural physicians are reluctant to refer to (urban) sub-
speci alists because patients are not referred back for follow up
care (Perry, 1989; Spraberry, 1990). As one author bluntly put
it, the urban hospital nust” — "inprove physician-to-physician
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comuni cation, followthrough, and feedback in order to overcone
the all-too-frequent perception of the rural ﬂhy3|0|an that the
%58?? physician only wants to 'steal' his or her patients" (Kant,

The same holds true for rural-urban hospital relationships,
for which outmgration is often a touchy issue. Reflecting this
problem one rural hospital enploys a "helper" who assists | ocal
residents (and their famlies) who are referred to urban centers.
(One purFose IS to see that patients return to the rural
hospital's physicians for followup care (Lutz, 1989a).

~A good working referral arrangenent should ensure that the

specialist (or urban hospital) is a resource for the rural

ysician (or rural hospital) rather than a conpetitor (Folger
1990; Spra erry, 1990). In one arrangenment, urban center
RhyS|C|ans could only participate if they signed an agreenent to:
onor the referring physician's patient-physician relationship;
communi cate patient ﬁrogress on an ongoi ng basis; and (when
appropriate) refer the fatlent back to the rural physician for
primary care (Kant, 1991).

Sone tertiary centers and multi-hospital systens have
devel oped tel ephone-voi ce-based physician services to facilitate
referrals and consultations. One toll-free 24-hour tel ephone
service is staffed with paranedics who operate a minicomputer-
based referral line. Physicians can use the service to arrange
consultation with a specialist, tests, or emergency transfers.
The paranedic determnes whether it is necessary to consult
i mediately with a specialist, refer the case for specialist
treatment, “or transfer a critically-ill patient. Hospital-based
specialists take turns being on call for free consultations
(Perry, 1989).

~Another toll-free telephone service provides: physician to
physician consultation; assistance naking clinic appolntments
with consultants; and help with patient transfers to and from a
tertiary care center. The service is staffed by nurses who
provi de telephone consultation by an emergency room physician;
make the link to the receiving physician; contact transportation
services; notify the receiving faC|I|t¥; help the famly; and
provide follow up conmmunication from the receiving physician and
nurse (Health One, 1990).

. Tel ephone-based services can also: dispense clinical o
information to a referring physician; provide immediate physician
consul tation; or provide medical library reference services and
drug information (Cooper & Johnson, 1986; Bruce, 1985; Perry,
1989). A comuni cations coordinator can call the referring
physician when a patient is admtted and send ?rogress notes and

a copy of the prelimnary discharge summary. n one study, 100%
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of 200 referring physicians were very satisfied with the
di scharge summaries which they received (Perry, 1989).

Technol ogi cal advances in telecommunications and conputing

may revolutionize rural health care in the next decade. .
Currently, the benefits from concentrating services in tertiary
care centers suggest that health care services should be
?eographlcally centralized. On the other hand, the benefits of

ocal] access and control support decentralization of health care
providers. Advances in telecomrunications and computing may
enabl e regional arrangenments with both types of benefits.

. I ncreasingly sophisticated transm ssion of diagnostic
information will further connect rural providers with renote
tertiary providers and sub-specialists (Gardner, 1990b). AlSso,
advances in conputerized medical-decision support systens wll
hel p generalists get nore information on particular topics, test
results, and alternative treatnents. These forms of .
technol ogi cal support have a tremendous potential for |iberating
rural providers trom @oprofessional isolation" and attracting
young physicians to rural areas.

Some of these assertions may seem futuristic, but early
exanpl es of such support are alréeady appearing in the literature.
For ‘exanple, one hospital alliance 'sponsors a teleradiology
program that provides round-the-clock radiologic consultin
services to nine geographically isolated hospitals (Lutz, 1991).

Another exanple is an interactive medical information
network which links rural nedical practitioners, hospitals, and a

medi cal school. Menbers communicate via electronic mail and
receive advice from colleagues listed in the consultants register
(Rankin et al., 1987). Digital switches, essential for carrying

enhanced information services, are slowy r%fla0|ng anal og
switches for rural areas (Parker et al., 1989).

. One exanple of conputerized nedical decision support

I nvol ves advanced conputer interpretation of electrocardiograns.
In limted tests, the conputer interpretation provided a second
option which was very helpful to grlnary care physicians. The
primary care physicians altered 45% of their interpretations
after seeing the conputer interpretation. Interestingly, even
two expert electrocardiographers altered 39% of their
interpretations after seeing the conmputer interpretations. The
authors note that this type of back up may be very helpful in
rural hospitals (Gauer et al., 1989).

Ve feel that these reports are just the beginning — the
fol |l ow ng decade could witness a trenendous, positive inpact of
medi cal deci si on-support technology on rural medicine. Al though
such technology is not currently a major strategy for recruiting
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rural physicians,” it is one to seriously consider in long-term
pl anni ng.

Many rural areas do not have enough |ocal denmand to support
a full-time local sub-specialist. However, they have sufficient
demand to support a sub-specialist who visits on a periodic
basis, particularly for non-emergent services which do not
require several days of sub-specralist followup

~Urban-rural providers nag arrange a "touring clinic" in
whi ch sub-specialists from urban medical centers see patients in
rural areas. They may see patients in the offices of primry
care physicians of in"a hospital clinic. A 1988 AHA survey
reported that 17% of hoifltals have touring specialist clinics
éperry 1989; Bruce, 1985). One nulti-hospital system has

thha1np|og|sts and cardiol ogists seelng patients in rura
clinics inrural hospitals on regular basis (McCool, 1989). In
these arrangements, it is inportant that prinmary care continue to
be provided by the rural physicians (Folger, 1990).

~ There is debate about whether such arrangements are
desirable for |nFat|ent services such as general surgery (Burda,
1988; Genn et al., 1988; Mscovice, 1989). Itinerant surgeons
rotate through rural areas and perform elective surgery in smal
hospitals. Local famly physicians act as surgical assistants and
manage post-operative care. Argunents in favor of itinerant
surgeons are simlar to those for touring clinics:

There is not enough local demand to support a full-tine
surgeon, but sufficient demand concentrated on particul ar
days to support a visiting surgeon;

. An itinerant surgeon can have a high personal case vol ume
and maintain his/her skills, so the rural area has |oca
access to quality surgical services; and

AbiIit¥ to offer surgical services inproves the imge of a
rural hospital as a full service hospital, which helps it to
maintain other inportant community services.

However, itinerant surgeons have been strongly opposed by
the Anerican College of Surgeons. Probably the prinary concern
about itinerant surgeons is whether low facility-specific case
vol ume lowers the quality of support staff, facilities, _
equi pment, and post-operative care. Another concern expressed in :
the literature is that, regardless of clinical and |egal issues,
itinerant general surgeons are not part of the |ocal Comunity.
(Burda, 1988; Genn et al., 1988; scovice, 1989).

At the next level of nobile medicine, entire systens of
equi pnent éoften in large vehicles) travel to rural "areas,
acconpani ed by sub-specralists and other associated personnel
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One exanple involves a nobile cardiac catheterization
| aboratory which brings cardiac cath services directly to rura
atients who otherwi se would not have good access to them A
ractor trailer equipped a $1 nillion l'ab and staffed with a
cardi ol ogi st, nurse, and radiology technologist rotates anpbng
three rural and three suburban hospitals. n this case, the
I nci dence of heart disease was found to be greater in rural
areas. The national average is that 70% of patients referred for
cardiac catheterization are found to have some degree of heart
di sease. However, around 90% of the rural patients had heart
di sease. Demand was -greater than expected and the unit passed
the break-even operating point after only 10 weeks of operation
(AHSR, 1989).

™wo | arge lowa hospitals are also considering working
together on a nobile cardiac catheterization program to enable
certain lowrisk procedures to be done in rural facilities
(Kenkel , 1990).

. Anot her exanple is arrangenent for cardiology services which
involved a pilot satellite program through which a university
medi cal center established clinical relationships with rura
physicians. A board-certified cardiologist from the nedica
center went to a rural hospital part-time to consult on or treat
patients with cardiac problens. The university nmedical center
BrOVIded the equipnent. The arrangenment increased adm ssions for
oth the rural hospital and the university medical center

al though the increase for the university nedical center was
reater. There may also be indirect benefits for the rura
ospital. Many patients stayed with the local hospital and |oca
physician when a cardiol ogist was available locally for

consul tation (Spraberry, 1990).

ve.sugﬁest that rural and urban hospitals endeavor to forge
a relationship as neither conpetitors nor just vendor-buyer, but
rather as professional colleagues in a regional network of health
care delivery. Both rural and urban centers are inportant,

I nterdependent parts of an efficient and accessible regiona
health care system Some day these organizationa

I nt er dependenci es may become more formalized as part of

capi tation-based universal health insurance. In the neantine,
rural -urban referral arrangenents shoul d include agreement by
urban providers to honor the relationship between the referring
physician and his/her patient, including ongoing conmunication
and referral back when appropriate (Kant, 1991)

8. Educational Affiliation Strategies

As previously discussed, medical education is an inportant
determnant of rural physician supply. The selection, training,
and socialization processes in nmedical education have a powerful
influence on the distribution of physicians by specialty and
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| ocation. Thus, education-based strategies are some of the nost
inportant long-term investments for physician recruitnent.

The nunber of rural students entering nmedical school
decreased 31% from 1978-86 while the overall nunber of students
decreased by only 15% This may be due to curriculum and
counseling problems in small rural schools. For exanple, there
naﬁ be an increasing gaB between the ability of small rural
school s versus large urban schools to support equipnent for
enriched study in the sciences (Rabinowtz, 1988, Knopke et al.
1986; Crandall et al., 1990) so, a survey of 11,000 nedica
students by the Association of Medical Colleges showed that about
hal f as_many students preferred rural practice in 1989 as in
1981. The rest intend to practice in an areas with a population
greater than 10,000 (AAMC in Kirk, 1991).

These trends are particularly troubling because increasing
the nunber of rural students who go to nedical school is one of
t he nost proven ma¥s to increase the suPpIy of rural physicians
(Crandal | et al., 1990). In a survey of 200 nedical school
graduates and their spouses, they preferred to locate in
comunities which are the sane size as those in which they were
raised (Holmes & MIler, 1986).

Al t hough nedical education is a broad public issue which
deserves attention on the scale of national policy, individua
hospitals can pursue education-based strategies for long-term
physician recruitment. Hospitals can either pursue these
strategies directly or work with conmunity groups to encourage
themto sponsor them  Community pride and enthusiasmis
|PPorgant to the success of comunity-sponsored educationa
efforts.

The followng are some of the many possible education-based
strategies (Crandall et.al., 1991; Nemes, 1990; Geene, 1991):

Sponsor (or help the comunity sponsor? schol arshi ps or
awards to top science students in local secondary schools.

Sponsor scientific equipment (new or donated) in |oca
school s.

Sponsor class visits or field experiences in "high-tech"
hospital departnents for secondary school students.

Provide information about health care careers and the
projected demand for those careers to |ocal secondary school
students and school counsel ors.

. Sponsor and pronote speaking engagements by hospital and
medi cal staff at l|ocal schools.
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SPonsor health fairs and/or free testing (e.g. cholesterol,
bl ood pressure) in local schools.

Devel op summer enpl oyment opportunities for |ocal ﬁrural)
students who are interested In a career in the health
sci ences.

Expand vol unteer programs for secondary school students.

DeveloE and sponsor a survey of | ocal (rural% students to
| earn how much they know about different health care careers
and what influences their interest in them After the
surveK, provide students with nmaterial about different

health care careers so they can learn the answers.

Support (or help the comunity support) pre-medical prograns
and/or pre-medical students in l[ocal colleges who have an
interest in rural practice; support may include

schol arships, lowinterest |oans, or non-financial support.

Encourage |ocal students to aPﬁIy to nmedical school and
answer tTheir questions about e application process.

Arrange for local students who are interested in health care
?arfgrs to neet with career professionals to discuss the
ield.

Affiliate with medical schools.

Devel op and support primry specialty residencies in your
comuni ty.

Devel op nDpnIiPhting opportunities for residents and expand
the educational aspects.

SuEport rural -oriented programs or faculty in medica
school s.

Sponsor subscriptions to journals with a rural health (or
primary care) focus (e.g 14l For
schools, key clinics, of (a limted nunber of) medica
students or residents.

Attend medical school job fairs. Distribute a brochure

and/or video about your hospital and comunity to medica
school s.

Devel op a hospital newsletter on rural practice and research
for distribution to medical students and residents in your
state; perhaps include reviews of articles and books related
to rural health
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Serve as a site for research (on rural health issues) by
medi cal school faculty.

Sponsor applied research (on rural health issues) by nedica
school faculty.

Specific Exanmples of Sone Education-Based Strategies:

One rural commnity formed anot-for-profit program to fund
| ocal residents' healthcare education if they promse to
work at the community hospital afterward. wo years after
it was set up it was paying $2,500 a year for a |ocal .
student pursuing a degree In physical therapy. The noney is
currently con1n? fromthe hospital, but the adm nistrator
hopes that |ocal businesses will contribute (Nenes, 1990).

One 184-bed Kentucky hospital ®tracks every kid fromthe age
of six in our 15 counties who's vaguely interested in
science." \Wen the students go to college, the hospital
keeps in touch with them through a newsletter and by
RrOV|d|ng a hospital job for six weeks of the year.  That's
ow they attracted a cardiol ogi st mh? ?{ew up 25 mles away.

The admnistrator added — "Because ad a cardiol ogist, |
8%9a? internist, and now |'ve got another internist™ (Lutz
a) .

Two rural hospitals offer interest-free loans to students
who commit to practice in their area after their residency
(Kirk, 1991).

. Another rural hospital (nentioned earlier) pays seven LVNs
for a 40-hour week to work 24 hours on the weekend and go to
school for their RN degree during the week. The hospital
adm ni strator noted that sonetines the only way to get
qualified health professionals in rural areas is to "home
grow them" QV%be(, 1989). Other rural hospitals are also
sponsoring training prograns for nurses (Lutz, 1990).

A 70-hospital rural systemis working with a medical schoo
to have famly practice physicians do their residencies at
six system hospitals (Lutz, 1990).

Educati on-based strategies are extremely inportant, but they
can also be frustrating due to three potential problens. If a
rural hospital considers these potential problems in advance, it
will be better prepared to overcone them

First, there can be up to a decade-long lag between the
hospital's investment and recruitnent of a physician. This can
try the patience of even the nost far-sighted hospital. Thus,
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shorter-term strategi es should be used in conjunction wth
| onger-term education-based strategies.

Second, there is uncertainty whether the investment wll
actually yield a return. For exanple, will supporting rura
students who excel in science cause some of themto become rura
physi cians who otherwise would not? One way to decrease this
uncertainty is to make loans with "strings attached" service
requirements. However, these service requirenents na¥ be hard
for individual providers to enforce. Such requirements may also
make the arrangenent seem nore |ike a "business deal" than a
comuni ty cause and weaken comunity support.

Third, even if the investment yields a return, there is
uncertainty whether the return wll benefit the hospital (or
comuni ty)” which made the investnment. A though increasing the
supply of physicians to other rural hospitals may be good for
soclety as a whole, it is an activity that an individual hospita
can not long sustain. Again, there is a trade-off between the
high (but risky) road of "no strings attached" support and the
| ower (but safer) road of "strings attached" support. One way of
reducing the risk of hospital cross-subsidies is to forma multi-
hospi tal organization which sponsors educational strategies, as
long as this does not dilute local commnity support.

F. Physician Retention Strategies

Physician retention goes hand in hand wth physician
recruitnent — and both require continual commtment (Health One,
1991). Physicians play a key role in recruiting physicians. It
Is hard to recruit new nedical staff when your current staff is
unhappy, particularly if one cause of their unhappiness is
di sagreement with the decision to recruit new staff. In the
other direction, it is hard to keep new recruits if your efforts
to promote their welfare take a dive after they arrive.

1. El ectronic Information Linkages

The local version of rempte telenmedicine is the local area
el ectronic network among physician offices, the comunity
hospital, and sonetinmes even physician's hones. These networks
al | ow direct conmunication annn% office and hospital staff as
wel |l as electronic information transfer (Gayson, 1989;
Nodzenski, 1990; Fisher, 1991). Approximately 48% of |arge
hQSﬁlta|S and 23% of all hospitals have sone type of conputer
link with physicians (Flory, 1990). Mny of our coments
concerning | ong-di stance telemedicine apply to local networks as
well. The inmpact of such networks has only just begun

_ Specific applications for local networks mentioned in the
literature include (Apply|ng, 1987; Rankin et al., 1987, Flory,
1989; Gardner and Perry, "1989; Health One, 1990):
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El ectronic mail and electronic bulletin board communication
among physician offices, hospitals, and hospital-sponsored
PPOs (bonding together a system of pri'mary patiént care);

Cinical comunication, including results reporting and
medi cal records;

Pre-adm ssion from a physician's office to decrease
adm ssion tine and speed conpletion of prelimnary tests;

Access to library services, such as on-line medica
literature searches;

Patient diagnostic and therapeutic service ordering and
reporting (e.g. lab, radiology, and pharmacy);

Transm ssion of patient insurance information from the
hospital to the physician office (or vice versa) and
el ectronic subm ssion of physician clains by the hospital

Transm ssion of patient and popul ation denographic
information to physician offices for practice marketing
support; and

O her practice support services distributed by conputer
network (e.g. personnel, accounting, etc).

As these networks become nore central to the practice of
rural medicine, it will be even nore inportant to maintain
control to ensure authorized access. Access control is critica
for_report|ng patient-specific clinical information and eventua
physician ordering through the network.

2. Practice Marketing and Joi nt Hospital-statf Marketing

According to a survey by the' AHA Society for Healthcare
Pl anning and Marketing, provision of pqy3|0|an narket|nP services
by hospitals is increasing. Around half of all hospitals
surveyed had physician marketing departnments in 1990. Anong
hospitals with more than 400 beds, 70%>hadlphyS|C|an mar ket I ng
departnments in 1990, up from55% in 1988. (Flory, 1990).

Physician marketing activities which received high ratings
for effectiveness were: "physician recruitment; physician referra
services; physician relationship devel opnent; advertising
support; and thS|p|an speaker bureaus (Flory, 1990). In a
survey of 300 P ysicians, two of the three support services which
physi ci ans most wanted invol ved narketlng (i.e. £Q¥S|C|an
referral services and market research) (Perry, 1988).

_Physician referral services help people looking for a
physician connect with physicians who are associated with the
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sponsoring organization. For exanple, if the sponsoring

organi zation is a hospital, people would generally be referred to
the hospital's medical staff. 1f the sponsoring ‘organization is
the conmunity, peoP!e woul d generally be referred to |ocal
providers. Information on physicians can be conveyed to the
conmunity by having people call an advertised central telephone
nunber or Dby distribution of booklets which |ist physicians by
specialty (Johnson, 1987).

~Approximately 70% of 301 hospitals surveyed in 1988 offered
physician referral services (Perry, 1989). Another 1988 survey
of hospitals in an alliance reported that 86% had referra
systens to find new patients for their physicians (Burda, 1990a).
In a third study, approximtely 75% of all hospitals were
projected to have physician referral programs by 1991. Gowth of
physician referral pfograns has been espeC|aI!¥ strong in non-
rural areas. Approximately 81%of urban hospitals and 89% of
iggg{ban hospitals plan to have such progranms in 1991 (Flory,

According to a survey of 225 physicians in Kansas and
Col orado, rural physicians over 45 years old are nore interested
In hospital -sponsored narket|n?.than their younger counterparts
( Koska, 19890?. Among speci al ties, hospital-based radiologists,
anest hesi ol ogi sts, and pathol ogi sts expressed the nost interest
i n physician narketing services (Koska, 1989c).

- Johnson (1987) reconmends establishing a joint hospital-
medical staff marketing committee. Establishment of such a
conmttee is a statement of support for the nedical staff.
Physicians can benefit from hospital marketing support which
attracts new patients to their practices and, when the hospita
hel ps its staff, it is helping itself (Johnson, 1987). Johnson
(1987) recommends that the conmttee should not direct the
functioning of the hospital marketing department and should stay
fartamay from establishing fees for physicians in private
practice.

. Specific marketing efforts mentioned in the literature
I ncl ude:

Sponsoring a conmunity survey to find out what consuners do
or do not |ike about "providers and what new comunity
services they want (Hunter, 1987);

Using the survey to find out |ocal provider strengths and
weakness; what distinguishes ?rOV|ders; and how non-users
can be attracted (Hunter, 1987);

Educat i onal pro?rans in the comunity to attract people who
currently do not use the hospital or its medical staff
(Hunter, 1987);
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Following the survey with efforts to nmake outpatient
services trouble-free (Hunter, 1987);

Provi ding physicians with ponnunity.denn%raph[c, econonmi ¢
and epidemologic information; helplng y ysicians put
t oget her a business plan (Applying, 1987);

Providin? physicians with market share data, identifying
areas wth high demand for specialists (Hunter, 1987{;

Devel opi ng "wel come panphl ets” éinpluding conmuni ty
services, points of interest and history) and placing them
in airports, colleges, medical professional neetings, and
medi cal schools (Boyd, 1986);

Enphasi zi ng guality of care, reputable nedical staff,
avai | abl e medical ‘technology, patient access, and treating
patients as guests (Smth et al., 1990).

Sﬁonsoring training prograns in custoner relations for
physician practice personnel (Hunter, 1987);

Having open houses and tours to announce new communit
Egg%;|t|es or to welcome new comunity practitioners {Boyd,

Hel pi ng arrange public speaking engagenents for ke rovi der
Iea%er% at re%ioﬁal neetPngs (%oydg %986); )P

Provi ding education and feedback to patients and their
famlies (Boyd, 1986); and

TeIephonin% patients at hone after health care services and
| earn whether they are satisfied (Boyd, 1986).

3. Practice Managenent Support

In a 1988 survey, 40% of 623 hospitals said that practice
management support made physicians loyal to their hospita
((3ayson,,1989§. One article suggests that billing services are
not very inportant (Koska, 1989c).  In a 1988 survey of 301
hospital's, 56% reported offering technical training for physician
of fice personnel and 49% reported offering educational sem nars
on business management issues (such as managing contractua
relations) (Perry, 1989; Flory, 1990).

A recent survey notes the followng forns of physician
practice support by hospitals: conductln% patient surveys;
Identification of practice problens (such as patient flow);
supporting professional recruitment; and training office
personnel how to handle clains and paynents (Flory, 1990). Rura
practice viability can depend on know edgeabl e use of Medicaid,
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the (WC) Woren, Infants and Children Program and reasonable
sliding fee scales (McManus & Newacheck, 1989). Qther hospitals
of fer training prograns in custonmer relations for physician

of fice personnel (Hunter, 1987).

Managenent support services can also include support for
ersonnel ~operations, purchasing, accounting, maintenance,
ousekeepi ng, stenographic services, and nedical records

managenent %Cltensneyer and Snith; 1982). Ve will discuss risk
managenent support in the next section

There has al so been support for devel opnent of rural
Eractlce managenent from foundations. The Robert Wod Johnson
oundation's Rural Practice Project (RPP) paired rural physicians
with professional admnistrators to build %roup practice
organi zations in rural areas (Mscovice & Rosenblatt, 1982;
Christianson & Grogan, 1990).

4. Professional Liability and Joint Hospital-Staff
| nsurance

“Rapidly rising professional liability insurance premuns are
causing serious problens for nang rural physicians, particularly
those who practice obstetrics. Some_rural “physicians are
stopP|ng their obstetric practice. This is a serious concern for
rural hospitals.both because of its inpact on comunity access
and the critical influence of obstetrical care on hospita
selection for other services (Taravella, 1988).

Thus, it is not surprising that rural physicians are
increasingly looking to hospitals to support their professiona
liability insurance and it IS becomng a recruitnent issue
(Perry, 1988, Taravella, 1988; Roach and Nodzenski, 1990). In a
survey of 300 thsicians, support of professional liability
insurance was listed as the fourth nost-wanted form of hospita
support (Perry, 1988).

~In one state, none of the rural hospitals subsidized

hysi cians' professional liability insurance premums until 1987.
hen prem um increases "forced" 12 out of 54 rural hospitals to
pay sone or all of professional liability costs for their staff
who deliver babies. This was a heav% burden for struggling rura
hospitals, but they were concerned that |oss of |ocal obstetric
services would have a domino effect on other services. One 31-bed
hospital paid about $30,000/year toward insurance for two

hysi cians (Taravella, 1988). In a 1989 survey in another state,
ospitals reported payln% an average of $20,000 for professional
liability tails (MHA ~1989).

. The inportant issue is not that professional liability
insurance is yet another way for hospitals to spend noney to help
physi ci ans. ural hospitalS have nmany demands on their funds and
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there is not enough nmoney to go around. The inportant issue is
whet her hospital sponsorship of physician professional liability
I nsurance or joint hospital-physician professional liability

I nsurance makes sense in terms of conbined risk management and
combi ned savi ngs.

I'n one case, an insurer agreed to view eight physicians with
| ow individual case volunes the sane as one full-load physician.
The physicians still paid their own fees, but only split $25,000
rather than the $90,000 which it would have cost tfor individual
policies (Taravella, 1988).

~Joint liability insurance for both hospital and independent
physician practices was rare until the liability insurance crisis
of "the md-1970's. This crisis spurred devel opment of new
I nsurance arrangements including both hospital and nedical staff
(Wl I ner, 1988). The doctrine of hospital corporate I|ab|I|t¥
now requires hospitals to monitor independently the quality o
care given by their medical staff. Hospitals and their nedica
staffs share |ncrea3|ngl¥ linked liability exposure and, in many
areas, they are alnost always nanmed as joint defendants in
litigation. Joint policy savings in litigation and
I ndemmi fication costs can range from 10-25% of traditionally
separate insurance arrangenents (Wl lner, 1988).

In addition to those technical advantages, joint hospital=-
physician liability insurance can be an inportant stratePy for
recruiting physicians and encouraging medical staff [oyalty.

~However, joint insurance can also be threatening to

physicians if it is inposed or designed wthout their
Part|0|pat|on. Physi cians may be concerned that they will: |ose
heir autonony to determne where to admt patients;” be subjected
to intensified, central scrutiny of their professional
activities; or lose control over the managenent of claim defense.
|f there is an existing physician-formed Insurance conpany, then
they may also fear that the new plan will ruin it or that theg
may join the new plan and it will fail. These concerns nust be
addressed in the discussion and design of a joint insurance plan
(Wl I ner, 1988).

s. Physician Involvenent in Hospital Decision-Mking

Another theme in the literature on physician recruitment and
retention is the inportance of good hospital-physician relations
and physician involvenent in hospital decision-mking. Good
physician relations are so closely associated wth physician
retention, that one need not have a separate section for ,
physician relations. However, we include one to underscore its
| nportance and to review physician involvenent in hospital
gover nance.
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In the 1988 Hanilton/KSA study, 85% of 623 hospitals |isted
"sound personal relationships" as inportant for physician loyalty
to a hospital (Gayson, 1989). Several experts confirm that good
nedical staff relations are essential to hospital success (Smth
& Reid, 1986; Bettner & Collins, 1987; Shortell, 1985, Hunter &
Gerew, 1990; Smith and Piland, 1991). For exanple, the ten
successful hospitals in the above-nentioned stud¥ (Beckham_ 1989)
are all characterized by "integration of hospital and physician
interest." To quote thé study:

”CErtainIy.Physicians_mere at the heart of the success of

t hese hOSPI als. Their onalti, however, was not the
product of sonme conplex network of physician incentives and
spiffs., Instead it was the result of ownership born of
participation. A partnership forged froma pragmatic
recognition that there was a lot of overlap between hospital
interests and physician interests." (Beckham 1989)

~One article (Hunter and Cerew, 199%% notes that deteriorated
hospi tal - physician relations is one of the nost comon causes of
serious hospital distress. Difficulties in these hospitals arise
because the nedical staff is uninvolved, unmanaged, undevel oped,
and uninspired. Another study (G| and Meighan, 1988) based on
qualitative and quantitative data from over 300 physician
|'eaders, board nmenbers, and hospital executives identified five
common barriers to good hospital-physician relationships: anger
due to perceived inequity; fear; oOvér-reliance on organizationa
structure; shirking leadership roles and responsibilities; and

| ack of group process skills.

. Several ways to inprove hospital-phgsician rel ationships are
discussed in the literature (Shortell, 1985; Kinberly & Zajac,
1985; Grayson, 1989; Little et.al., 1990; Smth et al., 1990;
Geene, 1991; Smth and piland, 1991) i ncl udi ng:

I nvol ve physicians in hospital planning, management and
gover nance,

Enphasi ze quality care;

. Cul tivate one-on-one relationships between physicians and
managenent ;

Foster a collegial atnmosphere between physicians and
hospital staff;

Survey the nedical staff and talk with "splitters®
(physicians who admit many patients to other hospitals) to
l'earn how to inprove the hospital

Support physician practices; and
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. Procure key equi pment.

~(One article suggests a six-point plan to inprove hospital-

ﬁhys!C|an relations: 1) include a nedical director as part of the
ospital management tean 2% hol d the nmanagement team
responsi bl e for adm ssions by physicians; form a physician

advi sory conmittee to give advicé on managed care negotiations,
physician recruitment, and physician admtting patterns; 4)
encourage frequent comunication; 5) have physicians work closely
with the hospital to nana?e the cost and quality of care; and 6)

i nvol ve phéglClanS intimately in managed care negotiations
(Hunter & Cerew, 1990).

Opportunities for physician participation in hospital
managenent and governance are often cited as attractions in
recruiting and reta|n|qg physi ci ans (Roach and Nodzenski, 1990;
Koska, 1990c; Porn, 1990).

In 1987, a blue ribbon commttee convened by a health care
system recomended t hat theK i ncrease the nunmber of physicians in
managenent and governance throughout the system  From 1987 to
1990, the system increased the nunber of ﬁ ysi ci ans on corporate,
subsidiary and hospital boards by 30% The corporate board has
one physician, each hospital board has at |east two physicians,
and each subsidiary board has at |east one physician. " The nunber
of physician vice-presidents of nedical affairs (on the .
divisional level) has increased from2 to 11 (out of 16) and is
still increasing. The 16 divisions manage 25 hospitals. The
article reports that the hospitals which have been nost
successful have been those which involve physicians in managenent
ro{es (Little et al., 1990). The Little article (1990) also
not es:

"Physi cian board menmbers are not expected to represent the
interests of the nedical staff at board neetings. They
br|n% their clinical expertise and ties in the community to
the board room as woul d any other trustee.

Stee

One area that still requires attention, however, is t
ge

trust
orientation. Mnagenment and board chairnmen sometines for
that even though the physicians have been associated with
the hospital, they na{.not understand its history, values,
mssion, and vision (Little et al.)."

~ This article notes that thSician managers need not maintain
ir clinical practice to maintain credibility with their

| eagues. It is sufficient that they were respected as a
|

o
0
linicran in the past (Little et al., 1990).

t
c
c
Al though physician participation in hospital nanagement and

governance Is Inportant for organizational cohesiveness and |ong-
term financial health, the literature points out sone cautions.
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First, physician involvenment in hospital management does not
necessarily lower hospital costs. Second, rural physicians in
smal | hospitals may not view this type of involvement as
favorably as do physicians in the large urban hospitals.

. Concerning costs, one study conducted an enpirical

i nvestigation %u3|ng 1982 data) of the |nPact on hospital costs
of five different forns of physician involvement: genera

adm ni strative participation; Bart|0|patpon in hospita
governance; salaried hospital-based physicians; enployment of
adm tting physicians; and managenent-oriented nedical " staff
comttees. Geater admnistrative ﬁart|0|pat|on by physi ci ans
was found to be associated with higher hospital costs {Alexander
& Morrisey, 1988).

~Concerning attitudes of rural physicians toward .

Part|0|pat|on I'n hospital management, nany of the studies in the
iterature do not focus on small rural hoSpitals. Consultants
and academ cs studying hospital-physician relations generally
gravitate toward |arge academ c nedical centers. Many rura
?hyS|C|ans val ue proressional autonony and nay have |ow tolerance
or managerial control or rigidly-defined procedural expectations
(Crandal I et al., 1990). They may resist attenpts to incorporate
them into organizational culture (Smth et al., 1990).

There often is conflict between physician's roles as
aut ononous professionals, patient advocates, and nembers of the
hospital |eadership team In the extreme, participation my be
viewed as a "bureaucratic chore" or "professional co-optation"
rather than a desirable opportunity. Wile these views are
extreme, watered-down versions of them nmay be common and one
shoul d be careful not to fuel them when encouraging physicians to
participate in hospital management.

At lease one study suggests that rural physicians can view
participation in organizational management as "something good. In
a study of physicians in rural prinary care centers, physicians
tended to stay if they had the chance to nodify the structure and
operation of the centers (University of North Carolina, 1985;
DeFriese & Ricketts, 1989). Also, rural hospitals often report
|nvqlV|ng(fhyS|C|ans i n governance as a productive strategy

Smth and piland, 1991). Accordingly, while there may be some
di fferences between urban and rural physician attitudes toward
I nvol venent in hospital management and governance, physician
i nvol vement is probably a worthwhile strategy in both
envi ronments.

6. Continuing Education and Medical Library Services
The survey of 300 physicians, the nost wanted hospita

support service was hospital-subsidized continuing nedica
education (Perry, 1988). In survey of 301 hospitals in 1988, 72%
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258$¢en]SUbSidized continui ng medical education programs (Perry,

- Medical library services can heIF_physicians keep up with
their field, provide material for public speaking engagenents,
and provide information for nana?enent of particular cases.
These services can be particularly valuable for rural physicians
who may feel isolated from current devel opments in nedicine. O
the 301 hospitals surveyed in 1988, 65% subsidized library
research services for speeches (Perry, 1989).

. Specific library services nentioned in the literature
include: on-line literature searches; literature searches and
consulting by a nedical librarian; quick reference searches;
patient educational materials; information concerning drugs and
drug interactions; nmedical literature lending and copyin

services; and inter-library |oans (Cooper & Johnson, "1986; Rankin
et al., 1987; Health One, 1990; Bowran et al., 1991).

7. Milti-Oganieational Strategies

Wrking together with other providers to reduce costs and
enhance health care services is an inportant [ong-term strategy
for rural providers. The following is a brief overview of the
literature related to multi-organizational arrangenents wth
particular attention to inplications for physician recruitnent
and retention.

Heal t hcare providers can choose from a variety of working
arrangenents with other providers that offer different degrees of
I ndependence and cooperative benefits. The spectrum of such
arrangenents includes: informal agreements; formal consortia,
contr?ct management; merger w th another hospital'or ownership by
a system

- Goups of rural hospitals which work together are called by
various names — "alliance, consortium cooperative, coalition
council, or network" (Lutz, 1991). The term consortia is
increasingly being used to describe networks of hospitals formed
to gain economcs and political power while nalntalnln% | oca
ownership and control (Zuckerman and D'Aunno, 1990). There are
four underlying reasons for nmost of the beneflts provided b
these arrangements: economes of scale; risk pooling, marke
power; and Information exchange.

ECONOM ES OF SCALE are possible when conbining service
volune for the group reduces the cost per unit of service because
fixed costs are spread over greater volune. Cost per service
reductions are particularly great when there are large fixed
costs fe.g..faC|I|t|es, mej or equi pment, large investnents in
staff learning or preparation) and smali variable costs (Berry,
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1987; Burda, 19s0b; and Crandal, 1990). Specific benefits
i ncl ude:

Access to medical sub-specialists
Acute bed conversions .
Cooperative strategic planning .
(}ouP purchasing (equi pment and supplies)
Heal th education . . o .
Joint/inter-provider financing (shared adm nistrative cost)
Managenment services (general and financial)
. Marketing, advertising, public relations
. Practitioner recruitnent o
. Prof essi onal devel opment activities .
Conbi ned (primary care) residency sponsorship
Sel f-insurance (shared adm nistrative cost)
Shared/ nobi | e technol ogy/ services

. RI SK POOLI NG i s possible when conmbining a |arge nunber of
I ndependent risks for the group decreases risk for the individua
nembers (due to the law of "large nunbers). It is the basic

E{lnpiple behi nd insurance (McCool, 1989; Mbscovice 1989).
pecific benefits include:

Activities to reduce provider isolation

Joint financing (nmore diversified asset base for the group)
Labor pools (e.g. nursing, other technical personnel)
On-call relief

Self-insurance (health care, professional liability, etc.)

_MARKET POAER is possible when conbined purchasing and
selling decisions for the group creates market power to negotiate
with large vendors or buyers (who have been u3|n% their market
power against individual nenbers) Genn et al., 1988; Pallarito,
1991). Specific benefits include:

(}ouF.purchaSing.(negotiating contracts for equipment and
supplies with major vendors)
Goup selling (e.g. negotiating contracts for health care

services with insurers, enployers, or other major buyers)

| NFORMATI ON EXCHANGE is possible when different menbers
perform different functions best and information exchange enables
al | menbers to adopt the best nethod for each function ?Lutz,
1991; Johnson, 1991; Grayson 1989b). Specific benefits 1nclude:

Activities to reduce provider isolation
Benchmar ki ng/ i dea- exchange for quality inprovenent
Cooperative strategic planning .

Marketing, advertising, public relations

The Rural Wsconsin Hospital Cooperative (RWHC), located in
Sauk City, Wsconsin, provides a good exanple of a'rural multi-
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organi zational approach to physician-related issues. The RWHC
enpl oys physician and other health professionals to provide
support or clinical services for nmenber hospitals and also
contracts with over 100 physicians to provide enmergency physician
coverage. Oher RWHC prograns related to physician recruitment
and retention include: developnent of one of the first rural-
based HMos, with over 40,000 nenbers; shared services including
physical therapy, respiratory therapy, occupational therapy,
speech pathol ogy, and audi ol ogy; and efforts toward regiona
credentialling and privileging (Size, 1990; Rwhc, 1991).

G. Summary

~The literature related to the recruitment and retention of
physicians in rural areas includes several themes that provide
direction for our study. First, it is clear that the .
identification of physician needs, while often very difficult, is
key to the successful recruitment program There 1s a tendency
to over-estimte physician needs in rural areas because of the
econom ¢ and social inplications to the |ocal comunity, and
especially to the local hospital. However, it seens clear that
doing so is self-defeating, both in ternms of the retention of
recruited physicians, and the loyalty and satisfaction of the
exi sting nedical staff.

Secondly, it is clear that there are many factors taken into
account by physi ci ans when they are considering alternate
ractice locations. Sone relate to the community, others to the
ospital and practice environment. \ile the literature is
replete with anecdotal accounts of these factors, little
enpirical evidence exists. Consequently, this furnishes a second
maj or di nension of our study.

Finally, it is evident fromthe literature that physician
turnover in rural areas is nmuch higher than expected.
Consequently, retention strategies by rural hospitals is an
inportant issue. Mich of the positive benefits ofa good
recruitment programis lost if turnover is high. Wile we are
able to explore sonme of these issues in the qualitative part of
our study,.resource limtations are such that we cannot fully
explore this issue.
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V. MJLTI VARI ATE ANALYSI S OF FACTORS RELATED TO TEE SUCCESSFUL
RECRU TMENT OF PHYSI CI ANS BY RURAL HOSPI TAL

A Conceptual Issues and Study Design

There are several conceptual issues which are inportant in
determning the nethodology to be used to assess physician supPIy
inrural areas. This section addresses two that were essentia
to determning the methods we would use: the way we defined
physician demand in an area and the way we defined areas.

The nunber of physicians needed in a community depends on
the perspective chosen. The fO||OMAnP are inportant alternative
points of view  Focusing on the health of a rural community, one
coul d seek to: (1) maximze commnity health by adding physicians
as long as they add expertise or inprove access; (2) maxim ze
comunity health by adding physicians, subject to constrained
communi ty resources; (3) naximze community health through the
optimal mx of physicians and other resources (e.g. nurses,
educational programs, sanitation neasures); or (4? mnimze the
cost of achieving a satlsfaptorﬁ | evel of community health by
only recruiting physicians if there are no less-costly ways to
achieve this goal

Focusing on the local provider's point of view, one could:
(5) recruit new physicians if there is sufficient patient demand
to neet the physician's income goals — considering practice
costs and conpétition for patients; (6) recruit new physicians if
benefits to the hospital outweigh the costs; or (7) recruit new
physicians if benefits to existing physicians (e.g. sharing work
responsibilities or adding expertise) outweigh the cost of
additional conpetition for patients.

Since local providers are inportant decision-makers, our
anal yses focus primarily on the Perspectlve of local providers.
VW |ook at indicators of hospital success in recruiting, the
I npact of the nunber of physicians in nearby areas and the roI%
of soci oecononi ¢ measures Wwhich influence consumer demand. Ot her
studi es which neasure the inpact of physicians on comunity
health are also inportant and should not be seen as conflicting
with this analysis.

. There are several limtations to defining a service area,
including: (1) service areas are not well-defined and vary by
type of service;, (2) service areas change with the number’ of
providers; (3) large-scale data are not _available by service
areas; and (4) service areas overlap. For these reasons, we
devel oped a regional nodel. The central unit of analysis is the
county, but the nodel is not linited bY county borders because
It includes physician shortages or surpluses in surrounding
‘areas. The case studies are limted to single-hospital counties.



51
B. Met hodol ogy

The dataset for the an%EEses was devel oped by linking three
sources: the 1991 AREA RESCU FILE (OHM DHHS) — which provided
econom ¢, denographic, and provider information for each county
inthe United States;, 1985 and 1989 a#a SURVEY data (Anerican
Hospital Association) — which provided medical staff and FTE
information for each reporting hospital in the United States; and
PPS I1-VI data (HCFA/DHHS) — which provided financia

information for each hospital from 1985-1989.

Three sets of analyses were done to address the questions:
"How many physicians were there in rural counties in 1989?"; “"How
many nedical staff were there in rural hospitals in 1989?"; and
\Wiat operating or environmental characteristics were comon to
those rural hospitals which successfully increased their nedica
staff from 1985 to 19892?" The results provide:

Al'ternative ways to estimate how many Physicians ( by
specialty) a rural county should be able to support, based
on enpirical analysis of over two thousand rural counties;

A way to estimate how many nedical staff (by specialty) a
general rural hospital would be expected to have based on
englrlcal analysis of two thousand general rural hospitals;
an

| dentification of key 1985 operating characteristics of
those rural general hospitals which successfully gained
medi cal staff from 1985 to 1989.

These results will help rural commnities and hospitals
eval uate the need for recruiting physicians. These results also
provide useful information for public policy. For exanple, they
provide new nmethods to evaluate health nmanpower shortage areas
and yield new insights into outmgration patterns for rura
physician services.

Cc. Analytic Approach
1. I ntroduction

W developed nultivariate linear nmodels to estimate a target
nunber of physicians (for each specialty) for each rural county.
The model s used |ocal provider, denographic and econom c
information from over 2,300 non-metropolitan rural counties
nationwde with 56 mllion residents and regional informtion
fromall 3,080 U S. counties. This information included the
number of physicians in those counties in 1989. W& considered
including nortality rates b% cause of death, but did not do so
because of endogeneity and because they are crude epidem ol ogic
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measures. Data canme fromthe 1991 Area Resource File (BHMP/DHHS).

VW excluded Al aska, Hawaii, and five counties which cluster
analysis identified as having extrene|y-atypical
poPu.atlonlph sician ratios. These five counties have l|arge
mul ti-specialty clinics which are ver{natyp|cal for rural areas.
They are: Grafton, NH which includes Dartiouth; Pitt, NC which
I ncl udes East Carolina University; Mntour, PA which includes
Gei singer Medical Center; anon%ﬁilah W/ which includes West
X}rg;nla Uni versity; and Wod, whi ch includes the Mrshfield

i nic.

The dependent variable in each analysis was the nunber of
non- gover nirent pat|ent-care.ph¥3|0|ans in a particular specialty
by non-nmetropolitan county in 1989. A separate nodel was
estinmated for each of the follow ng medical specialties: Cenera
Practice; Famly Practice; Cardiology; EErnatoquy; o
Gastroenterol ogy; Internal Medicine Generalist; Internal Medicine
Subspec.; Pediatric; Pulnmonary; GCeneral Surgery; Neurosurgery;
0B/ GYN, C?hthalnnlogy; Orthopedic; Qolaryngol ogy; Plastic
Surgery; Thoracic Surgery; Urology; Anesthesiology; Child
Psychiatry; Di agnostlc Radi ol ogy; Ener%ency Medi ci ne; Neur ol ogy;
Qccupational  Medicine; Psychiatry; Pathology; Rehab & Physica
Medi ci ne; Radi ol ogy; and Radiation Therapy.  Doctors of

CBtFopathy and nurse practitioners were also included in the

anal ysis.

~Separate nodels were also estimated for the follow ng
specialty groupings: Total Mps and pos combi ned; Total Mps;
Primary Care | (Ceneral Practice, Famly Practice, Interna
Medi ci ne Generalists; Pediatrics, and oB/GYN MDs and Doctors of
Ost eopathy); Prinmary Care || (Prlmarg Care | without DOCS; All
Medical Specialty Mps; All surgical Specialty Mps; All Q her
Specialty MDs; and General Practice & Famly Practice MDs.

The independent variables included county denographic and
econom ¢ variables: total county popul ation; nunber of HMO
menbers in the county; total personal incone in the county;
number of manufacturing workers, retail workers, agricultura
workers, white collar workers, and construction workers in the
county; and number of county residents who work outside the
county. Although people in different age/gender categories use
health care differently, the nunber of people in different
age/ gender categories were so closely correlated that it was
diffrcult to get good estimates for them separately. Thus, we
used total county population only.

Rural hospitals have a significant inpact on the nunber of
Physicians inarural county. ~W included independent variables
or the nunber of rural hospitals with 6-49 beds, 50-99 beds,
100-199 beds, 200-299 beds, and 300+ beds in the rural county.
One could argue that the existence of a rural hospital also
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depends on the number of physicians in the county, so a system of
equations is preferable to address endogeneity. ~ However,  since
most of the hospitals have existed for decades and since one goal
was a sinple nodel which rural conmmunities can use, we choose a
single equation and included the inpact of rural hospitals.

. Qur model is a regional nodel because we also neasured the
i npact of physician shortages or surfluses I n surroundi ng
counties in concentric rings, up to 100 niles away. For™ each
county, we identified those counties whose popul ation centriods
are wthin a 020 mle ring, a 20-60 mle ring, or 60-100 mle
ring around the core county's population centroid. These rings
were forned u3|n? | atitude and longitude information from the
Area Resource File.

Physi cian shortages/surpluses in the rings were calcul ated
as follows. For each county in the United States, both rural and
non-rural, county population was divided by the national average
popul ation to physician ratio for each specialty. Then
shortages/surpluses for all counties in each ring were sumed to
estimate the total physician shortage/surplus for that ring.
Threflsuch cal cul ations were done for each of the 2,300 rural
counti es.

VW included three independent (explanatory) variables in the
nodel : one for the shortage or surplus of physicians in ring 1
(020 mles away), one for ring 2 (20-60 ml|es away) and one for
ring 3 (60-100 mles away). For exanple, 1f there was a conbined
shortage of ten pediatricians in counties whose popul ation
centroids are within 20 mles of the center count¥ then the
exFIanatory variabl e "PED1" had a value of -10. he average ring
val ues for "all Mps and Dos" were as follows:

_ TABLEL
Regi onal physician supply
VARI ABLE SPECI ALTY SPECI FI C. AVERAGE
ALL1 Surpl us(Shortage) ALL MDS+DOS in 20 Mle Ring -17.2
ALL2 Surplus(Shortage) ALL MDS+DCS in 20-60 Mle Ring -193.5
ALL3 Surplus(Shortage) ALL MDS+DOS in 60-100 Mle Ring -228.5

Afull listi
I

S
Appendi x B

. Qutmgration is, less inportant for large |and-area counties
with nost of their population near the center of the county or
with [ittle surplus or shorta%e in surrounding areas. However
for counties near an area with a Iar%e surplus of physicians,
particularly if a large portion of the county's pogu ation is
near the border, outmgration is very inportant. he ring
met hodol ogy reduces the inpact of arbitrary county borders and

ng of nean values for all ring variables is given in
n Volune II.
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hel ps neasure regional (inter-county) patterns of supply and
demand for physician services.

~Since a separate coefficient is estimated for each ring,
this nethod does not assume that the inpact of distance on access
is linear. Aso, since we estimated the regional nodel .
separately for each specialty, this allows separate estimtion of
outmgration for different specialties. Relating this to the
i dea of service area, this allows each sFeC|aIty to have a
different size service area. It also allows crude testing of
I nter-physician geographic repulsion (due to economc .
conpetition) versus attraction (due to professional synergism
for different specialties.

Ordinary |least squares estimation (OLSE) can predict

negative val ues, but counties can not have negative nunbers of
hysicians. Al so, many rural counties have zero physicians.

his distorts OLSE. Accordingly, OLSE is not the best way to
nodel the nunber of physicians per rural county. Censored or
"tobit" estimation is nore accurate. LINMDEP (LIMited DEPendent
va{;ab!e) statistical software was used to perform tobit
estimtion

As a last technical note, there is greater variation in the
number of physicians per county in larger counties. Unless
corrected, such heteroscedasticity can cause results to afﬁear
statistically significant when they are not. To correct this,
observations were weighted by the inverse variance of the

residuals from the unwei ghted nodel for three county popul ation
i nterval s (0-25,000, 25-60,000 and 60,000+). This 1s indicated
by weight = DEV3N1. For a few |owvolunme specialties, tobit
estimation with such weighting resulted in a negative Slﬁﬂa, SO
tobit was done with either two weighting intervals (weight
DEV2N1) or with no weighting at all (weight = ONE).

2. Analysis of Rural Hospital Staffs

~Calculating a target medical staff size for a given rura
hospital is nore difficult _than predicting a target nunber of
physicians for a county. The degree of overlap among nedica
staffs at different hospitals is not in the AHA database. For
exanpl e, suppose that two hospitals in the same county both
report a nedical staff of 50. Each physician in the county nay
admt half of their patients to each hospital. In this case there
I's 100% overlap and each hospital is counting the sane 50
physicians as nedical staff. Aternatively, each physician my
admt patients to only one hospital. In fhis latter” case theré
Is no overlap and each hospital is counting different physicians.

~Although the nedical staff overlap anong particular
hospitals is unknown, one can estinmate the average inpact of
hospitals on each other. W devel oped a nodel to predict a
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target medical staff size for a rural hospital considering the
i npact of nedical staff at other hospitals (if any) in the same
county. Approxinmately 2,000 rural general hospitals were
included in the analysis.

~ The dependent variable in each analysis was the number of
medi cal starf in a gart[cular specialty in a rural genera
hospital in 1989. pecialties and sBeplaIty groupi ngs i ncl uded
the following: Total Medical Staff; Primary Care (General and
Fam |y Practice, Internal Medicine, Pediatrics, and OB/ GYN);
General and Fam |y Practice; Internal Medicine; Pediatrics;
Car di ovascul ar Di Sease; Gastroenterolo?y; Neur ol ogy; . Ot her
Medi cal Specialties; OB/ GYN, Qphthal mology; Orthopedic Surgery;
Plastic Surgery; GCeneral Surgery: Thoracic Surgery; O her
Surgical Specialties; Anesthe3|o|0ﬂy;_ Energgnpy; Nucl ear
Medici ne; Pat hol ogy; Psychology; Physi cal Medi ci ne/
Rehabi | i tation; Radiology; and” Ot hefr Specialties.

| ndependent variables included total county population as
wel | as hospital-specific variables. Zero or one variables
indicated the hospital's bed size by the follow ng categories:
50-99; 100-199; 200-299; 300-399; 400-499; soo0+. For exanple, a
hospital with a bedsize of 130 would enter a ®i* for 100-199 and
zero's for the rest. A hospital with 40 beds is a baseline
hospital and would enter zero's for all bed-size variables.
O her variables included hospital-paid intern/resident hours.

| ndependent (explanatory) variables were also included for
the medical staffs of other hospitals in the sane county. For
each spe0|aI2¥ a variable with the specialty name and the suffix
va* was included for the nunber of medical staff in that
specialty in the largest other hospital in the county. It had a
value of” zero if there was no other hospital in the county. A
variable with the specialty name with a suffix *B"* was included
for the number of medical staff in that specialty in the next
| argest other hospital in the county. It was zero if there were
only two hospitals in the county. Information on medical staff
ina fourth or fifth hospital in the same rural county did not
contribute to the nodel and was not included.

Since there is a mnimm nunber of medical staff necessary
for even a small hospital, dependent variable values did not
cluster at zero as was the case with rural physicians per county.
Thus, tobit estimation was not critical and we chose the
simplicity of ordinary regression for nedical staff analyses.

3. | dentifying Rural Hospital Characteristics Related to
Medi cal ~ Staff |Increases

The next set of analyses sought to identify 1985 operating
and environmental characteristics which were shared by those
rural general hospitals which successfully increased their
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nedi cal staffs from 1985-1989. Exanples of questions addressed
include: "were rural hospitals with a greater percentage of RNs
more successful in recruiting physicians?*'; "Wre rural hospitals
which offered physical therapy services nore successful in
recruiting physicians?" and "pid educational affiliations help
hospital s recruit physicians?"

~The anal yses included approximately 1,400 rural genera
hospi tal s which did not merge, open, or close during I985-1989
and for which nedical staff information was available. e
dat abase for the analysis cane fromthe 1991 Area Resource File,
andthe 1985 aHA, 1989 aHA, and 1985-1989 PPS dat asets.

For each small rural hospital, six indexes of successful
recruitment of physicians/specialists from 1985 to 1989 were
calculated. These six indexes allow measurement of the relative
success of rural hospitals in recruiting and maintaining
physicians in total, key specialties in particular, and
I ncreasing access to a wde range of specialty services.

~The six indexes were: (1) UPALLMD — change in tota
physicians with active or associate appointments on staff from
1985 to 1989; (2) UPFPG — change in ePs and Fps on staff from
1985 to 1989; (3) UPOBGYN — change in OB/ GYN physicians on staff
from 1985 to 1989; (4) UPKEYSPE — change in key rural
specialists (Internists, OB/ GYN, Pediatrics, and Ceneral Surgery)
on staff from 1985 to 1989; éS) UPOTHSPE — change in ot her
specialists on staff from 1985 to 1989; and (6) UPNUVGP — chanﬂe
in the nunber of specialties offered (# of specialties for whic
# of specialists on staff in specialty > 0). Six nodels were
estimted. Each nodel used one of these six indexes as a
dependent vari abl e.

| ndependent (explanatorz) variables included information on
both the rural county and the hospital itself. A variable
(OTHRHOSP) was included for the nunber of other general hospitals
In the same county. To neasure the inpact of new construction on
attracting physicians, an estimate of total construction in
progress during the 1985 base year (CONSTRCT) was al so included.

Hospital information included non-nedical staffing patterns
and resource allocation priorities amng hospital cost centers.
The intent was to learn whether certain staffing and resource
allocation priorities reflect hospital strategies which hel ped
certain rural hospitals recruit physicians.

_ Expl anatory variaples were included for 1985 FTEs (# full-
time plus 1/2 # part time) for the follow ng occupationa
categories: Admnistrators; Physicians; Medical Residents;

Regi Stered Nurses; Licensed Practical or Vocational Nurses;
Ancillary Nursing Personnel; Licensed Pharmacists; Medica
Technol ogi st s; her Laboratory Personnel; Dietitians;
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Radi ographers or Radiol ogic Technol ogi sts; Radiation Therapy
Technol ogi sts; Nuclear Medicine Technol ogists; Qher Radiologic
Personnel; Cccupational Therapists; and Respiratory Therapists.

ExFlanatory variables were also included for 1985 hospita
costs allocated to the followng centers: Adults and Pediatric
General Routine Care; Intensive Care Unit; Coronary Care Unit;
Al Oher Special Care Units; Nurser%; (perating Roonm Recovery
Room Labor —and Delyverﬁ Room Anesthesi ol ogy; agnostic
Radi ol ogy; Therapeutic Radiol ogy; Radioisotope; Laboratory;
Whol e Bl ood and Packed Red Bl ood Cells; Intravenous Therapy;
Resp|rator¥ Therapy;, Physical Therapy; Occupational Therapy;
Speech Pathol ogy; 'El ectrocardi ol ogy; Electroencephalography;
Renal Dialysis; Al Oher Inpatient Ancyllarg Cost Centers;
Qutpatient dinic; Emergency; and "Special Purpose" Cost Centers.

Successful recruitment of physicians/specialists is
associated with financial viability, but not a guarantee. The
ABA dat abase neasures the nunber of physicians on staff, but not
the nunber of adm ssions/visits fromeach. A hospital my
i ncrease the total nunber of physicians on staff, but |ose a
hi gh-vol unme adnitter and suffer financially. Accordingly, we
al so investigated recruitment success while considering average
hospital operating margins from 1985-1989.

D. Resul ts
1 Popul ati on/ Physician Ratios

~ Al'though using sinple popul ation/physician ratios has
limtations, these ratios provide a useful introduction to the
results. Also, sonme rural conmmunities may prefer basic ratios
over more conplex regional nodels. Other” comunities may wsh to
estimate target physician |evels with sinple ratios as well as
with nore conplicated nodels and then conpare the results. For
these reasons, we provide this section on popul ation/physician
rati os before presenting the results of the nmultivariate
anal yses. W give two sets of popul ation/physician ratios: 1989
national ratios for non-metropolitan and metropolitan counties
combi ned; and 1989 rural ratios for non-metropolitan counties
only. Table #2 ?IVGS the key to specialty abbreviations and the
average nunber of physicians per rural county for each specialty.

~ Table #3 gives 1989 popul ation/physician ratios for the
nation as a whole and for rural areas only. This data came from
the 1991 Area Resource File (Ofice of Data Analysis and
Managenent / Bureau of Heal th Professions/DHHS) whi'ch drew
information fromthe ABA Master File. able #3 shows the 1989
national total population and number of physicians by specialty;
the 1989 average national popul ation/physician ratio by
sgecialty; the 1989 rural total population and nunber of
physicians by specialty; the 1989 average rura
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popul ation/ physician ratio by specialty; and the percentage of
rural physicians (per popul ation) conpared to national (per
popul ation).

Wth the exception of general practitioners, famly .
ractitioners, and nurse practitioners, there are fewer providers
or rural areas. Overall, there are around tw ce as nany people

per physician in rural areas as the national average. For sone

specialties — such as internal nedicine subspecialists,
neurosur?ery, plastic surgery, thoracic surgery, neurology, and
rehabilifation — there are nore than four finkes as many peopl e

per physician in rural areas.

Table #4 provides these rural ratios for an area with a
popul ation of 10,000 people to get rough estimates for target
numbers of local physicians for each specialty and also for nurse
practitioners.
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TABLE 2

DESCRI PTI ON:

Total Mps and pos [in County]
Total MDs

GP+FP+I NTMEDGE+PED+OB MDs & DOs
GP+FP+1 NTMEDGE+PED+0OB

Al Medical Specialty Mps

Al'l Surgical Specialty Mps

Al Qher Specialty Mps

Ceneral & Famly Practice MDps

DESCRI PTI ON:

General Practice MDps

Fam |y Practice MDs

Car di ol ogy Mps

Der mat ol ogy MDs

Gastroenterol ogy MDs .
Internal Medicine (eneralist MDs

| nternal Medicine Subspec. MDs
Pediatric MDs
Pul nonary Mps
Ceneral Surgery MDs
Neur osurgery MDs
L o

t hal nol ogy MDs
Ot hopedi ¢ Mps
G ol aryngol ogy Mps
Plastic Surgery Mps
Thoracic Surgery Mps
Ur ol ogy MDs
Anest hesi ol ogy MDs
Child Psychiatry Mps
Di agnostic Radi ol ogy Mps
Energency Medicine MDs
Neurol ogy MDs
Cccupational Medicine MDs
Psychiatry MDs
Pat hol ogy MDs o
Rehab & 'Physical Medicine MDs
Radi ol ogy MDs

Radi ati on Therapy MDs
Doctors of Osteopathy
Nurse Practitioners

AVERAGE NUMBER
PER RURAL COUNTY:

.48
. 96
.31
.19
.15
37

O OO000000000 0000000 ORORONOOORN

Specialty abbreviation key& average per county

AVERACE NUMBER
PER RURAL COUNTY:

23.
21,
13.
11.
4.
5.
4.
1.

10
64
29
84
61
57
41
04

29
14
11
88

.08
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TABLE 3
1989 National and rural popul ation/physician ratios

NATI ONAL RURAL RURAL VS.

PERSONY PERSON/ NATI ONAL

NATI ONAL PHYSI Cl AN RURAL PHYSI Cl AN PHYSI Cl AN
TOTAL RATI O TOTAL RATI O PERSONS

CNTYPOP 248,708,100 55,720,100

ALLNMDDGOS 493,280 504 54, 322 1, 026 49%
ALLMDS 471, 479 528 50, 897 1,095 48%
PRIMECR1 219, 327 1,134 31, 267 1,782 64%
PRI MECR2 197, 526 1, 259 27, 842 2,001 63%
MEDSPECS 151, 430 1,642 10, 849 5,136 32%
SURSPECS 125, 657 1,979 13,108 4, 251 47%
OTHERSPE 129, 267 1,924 10, 375 5,371 36%
GPANDFP 65, 125 3,819 16, 565 3, 364 114%
GENPRACT 22,084 11, 262 5, 830 9, 557 118%
FAMPRACT 43, 041 5,778 10, 735 5,191 111%
CARDLGY 13, 256 18, 762 733 76,017 25%
DERVATOL 6, 618 37,581 437 127,506 29%
GASTROL 6, 184 40, 218 351 158, 747 25%
| NTMEDGE 67,161 3,703 5, 582 9, 982 37%
| NTMEDSP 16, 458 15,112 683 81, 581 19%
PEDI ATRC 34, 494 7,210 2,688 20, 729 35%
PULMONRY 4,790 51, 922 268 207,911 25%
GENSURG 35, 093 7,087 4,432 12,572 56%
NEURSURG 4, 022 61, 837 187 297, 968 21%
OBGYN 30, 746 8, 089 3, 007 18, 530 44%
OPTHALM 15, 025 16, 553 1, 542 36, 135 46%
ORTHOPED 17, 620 14, 115 1,873 29, 749 47%
oraL 7, 465 33, 317 705 79, 036 42%
PLASSURG 4, 305 57,772 123 453, 009 13%
THORSURG 1,911 130, 146 102 546, 275 24%
UROLSURG 8, 633 28, 809 1,110 50, 198 57%
ANESTHES 23, 487 10, 589 1,693 32,912 32%
CHI LDPSY 3,615 68, 799 120 464, 334 15%
DI AGRADL 13,431 18, 517 1, 341 41, 551 45%
EMERGNCY 12, 809 19, 417 1,571 35, 468 55%
NEUROLGY 7,367 33, 760 374 148,984 23%
OCCUPATN 1, 755 141,714 113 493, 098 29%
PSYCHI AT 29, 440 8, 448 1,735 32,115 26%
PATHOLGY 12, 092 20, 568 1,163 47,911 43%
REHABMED 3, 354 74,153 107 520, 749 14%
RADI OLGY 7,681 32, 380 1, 064 52, 369 62%
RADTHERP 2,565 96, 962 131 425, 344 23%
OSTECPTH 21, 801 11, 408 3,425 16, 269 70%
NURSPRCT 3,193 77,892 684 81, 462 96%
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TABLE 4

Exanple: Using rural ratios for area of 10,000 people
(a) (B) (A/B)
RURAL
LOCAL PERSON/ S| MPLE
AREA PHYSI CI AN RATI O
POPULATI ON RATIO PREDI CTI ON

ALLNMDDCS 10, 000 1, 026 9.75
ALLNMDS 10, 000 1, 095 9.13
PRIMECR1 10, 000 1,782 5.61
PRIMECR2 10, 000 2,001 5. 00
MEDSPECS 10, 000 5,136 1.95
SURSPECS 10, 000 4,251 2.35
OTHERSPE 10, 000 5,371 1. 86
GPANDFP 10, 000 3, 364 2.97
GENPRACT 10, 000 9, 557 1. 05
FAMPRACT 10, 000 5,191 1.93
CARDLGY 10, 000 76,017 0.13
DERMVATOL 10, 000 127, 506 0.08
GASTRCL 10, 000 158, 747 0. 06
| NTMEDGE 10, 000 9,982 1. 00
| NTMEDSP 10, 000 81, 581 0.12
PEDI ATRC 10, 000 20, 729 0. 48
PULMONRY 10, 000 207,911 0. 05
CENSURG 10, 000 12,572 0. 80
NEURSURG 10, 000 297, 968 0.03
OBGYN 10, 000 18, 530 0.54
OPTHALM 10, 000 36, 135 0.28
ORTHOPED 10, 000 29, 749 0.34
oraL 10, 000 79, 036 0.13
PLASSURG 10, 000 453, 009 0.02
THORSURG 10, 000 546, 275 0.02
UROL SURG 10, 000 50, 198 0. 20
ANESTHES 10, 000 32,912 0. 30
CHI LDPSY 10, 000 464, 334 0.02
DI AGRADL 10, 000 41, 551 0.24
EVERGNCY 10, 000 35, 468 0.28
NEUROLGY 10, 000 148, 984 0. 07
OCCUPATN 10, 000 493, 098 0.02
PSYCHI AT 10, 000 32,115 0.31
PATHOLGY 10, 000 47,911 0.21
REHABIVED 10, 000 520, 749 0.02
RADI OLGY 10, 000 52, 369 0.19
RADTHERP 10, 000 425, 344 0.02
OSTEOPTH 10, 000 16, 269 0.61
NURSPRCT 10, 000 81, 462 0.12
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2. Anal ysis of Rural Physician by County

Table #5 gives abbreviations and nean values for county
denographi ¢ and econom ¢ vari abl es.

_ TABLE 5 o _
County variables for rural physician analysis
AVERAGE
PER RURAL
VARI ABLE DESCRI PTI ON COUNTY
CNTYPCP County Popul ation . 23,691
B649 # of 6-49 Bed Hospitals in County 0. 44
B5099 # of 50-99 Bed Hosps in County 0. 36
B100199 # of 100-199 Bed Hosps in County 0.23
B200299 # of 200-299 Bed Hosps in County 0.05
B300P # of 300+ Bed Hosps in County 0.02
HVOVEMS HVO Menbers in County 199. 20
| NCOMTOT ~ Total Personal I|ncome in County* 321,530,000
MANUWRKR  Manufacturing Wrkers in County 2120. 30
RETLWRKR  Retail Workers in County 1042. 50
AGRIWRKR  Agricul tural Wrkers in County 944. 80
WCOLWRKR ite Collar Wrkers in County 3682. 20
CNSTWRKR ~ Construction Wrkers in County 612. 04
WRKOUTCN  Peopl e Wrking Qutside the County** 1584. 10
* total population nultiplied times per capita income)

nunber o county residents working in other counties within
sane state plus fhose working outside the state)

As can be seen, hospitals of |ess than 100 beds predom nate
and rural counties rarely have nore than one hospital. (The sum
of the nean nunber of hospitals in each size pate%ory s 1.10,
Indicating that only about 10% of rural counties have nore than
one hospital). In addition, rural counties do not generally have
a large part of their population covered under heal th naintenance
or gani zati ons.

Tabl e #6 shows sanple results from multivariate analysis for
the nunber of all medical physician specialties conbined .
(vaLwMps"). Results for all "specialties are given in Appendix E
in Volume Il. The title — "Limted Dependent Variable Mde
CENSCRED regression" — indicates that tobit estimation was used.
The nean number of phyS|C|ans Is slightly different than the
average nunber in Table #2 due to weighting.
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TABLE 6
fromrural

of mds

hysi ci an anal ysi s:
P gﬁnber Y

Limted Dependent Variable Mdel - CENSORED regression
Dependent Variable = ALLMDS

Nunmber Cbs = 2351 (2,351 counties)

Wi ght s = DEV3N1 (weighted in three intervals)
Mean of LHS = 8.040545 (average nunber per county)
Std. Dev LHS = 11.05791

R- Squar ed = .8087921

Log- Li kel i hood (Unr)= -66' 67. 791
Log- Li kel i hood (Res)= -8522.062

t-ratio

-11.68511295

3.69441700
2.65403962
5.73118687
8.37996197
12. 28264427
6. 57302284
3.22298408
10.18100357
-8.72991848
2.06457520
-12.91687965
10. 21829224
1.73102617
-11. 20985222
-2.52610016
-0.86782157
-0.13274425

to Avoid Negative Numbers:

Problt|2x

0.00000
0.00022

0. 00797

0. 00000
0.00000
0.00000

0. 00000
0.00127
. 00000
. 00000
. 03896
. 00000
. 00000
08342
0.00000
0.01155
0. 38555
0.89441

OOOOOO

B = Adjusted Target)

A
9.00
9.50

10. 00
10. 50
11. 00
11. 50
12.00+
12.50+
13.00+
13.50+

9.08
9. 57
10. 05
10. 54
11.03
11.52
B=A
B=A
B=A

B=A
B=A

Likl. Chi-Sq ( 17) = 3708. 54
Likl. Chi-Sq Signif = 0
TOBIT Low Thrshold = 0. 0000
TOBIT High Thrshld = +Infinity
Tobit SI GVA = 5.1472
Vari abl e Coeffici ent Std. Error
Constant -2.99839997 0.25659999
CNTYPOP 0.00018727 0.00005069
B649 0. 53877002 0. 20299999
B5099 1.58410001 0.27640000
B1001%9 3.54640007 0.42320001
8200299 14.86200047 1.21000004
B30OP 14. 13199997 2.15000010
HMOMEMS (0. 00007993 0.00002480
| NCOMTOT 0.00000004 0.00000000
MANUWRKR -0.00149980 0.00017180
RETLWRKR 0.00146750 0.00071080
AGRIWRKR -0.00352760 0.00027310
WCOLWRKR 0.00335160 0.00032800
CNSTWRKR 0. 00142550 0.00082350
WRKOUTCN -0.00227560 0.00020300
ALLMD1I -0.00579740 0.00229500
ALLMD2 -0.00025297 0.00029150
ALLMD3 -0.00001848 0.00013920
Tar get Adj ust nent
(A = Calculated Target, wthout a;
A B A B A B
<-13,00 0.00 -7.50 0.17 -2.00 1.21
c-12.50 0.00 -7.00 0.21 -1.50 1.39
<-12.00 0.00 -6.50 0.25 -1.00 1.59
-11.50 0.02 -6.00 0.31 -0.50 1.81
-11.00 0.03 -5.50 0.38 0.00 2.05
-10.50 0.04 -5.00 0.45 0.50 2.31
-10.00 0.05 -4.50 0.54 1.00 2.59
-9.50 0.07 -4.00 0.64 1.50 2.89
-9.00 0.08 -3.50 0.76 2.00 3.21
-8.50 0.11 -3.00 0.89 2.50 3.54
-8.00 0.13 -2.50 1.04 3.00 3.89

A B

3.50 4.26
4.00 4.64
4.50 5.04
5.00 5.45
5.50 5.88
6.00 6.31
6.50 6.75
7.00 7.21
7.50 7.67
8.00 8.13
8.50 8.61

14.00+
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results for all MDs and DOs conbi ned are shown in
Conplete results for each specialty are given in
In this section we discuss the
results for conbi ned MDs and DOs i n

Model
Tabl e #7.
Appendix E in Volume 11,
inmplications of the model

detail and then sunmarize sone of the nore significant findings
fromresults for other specialty groupings.
TABLE 7
Results for all mdsand dos combinea

Limted Dependent Variable Mdel - CENSORED regression
Dependent Variable = ALLNMDDOS
Nunber QCbs = 2351
Wi ght s = DEV3N1
Mean of LHS = 9, 098102
Std. Dev LHS = 12.24922
R- Squar ed = ,8260555
Log Li kel i hood 2Lhr = -6864. 061

i Li kel i hood (Res)= -8845. 405

|. Chi-Sq ( 17) = 3962. 686

L|k| Ch|-Sq Signif = 0
TOBIT Low Thrshold = 0. 0000
TOBIT H gh Thrshld = +Infinity
Tobit SI GVA = 53603
Vari abl e Coefficient Std. Error t-ratio Prob|t|2x
Const ant -2.66300011 0.26470000 -10.06044674 0. 00000
CNTYPOP 0. 00024489 0. 00005191 4. 71758795 0. 00000
B649 0. 64905000 0. 21020000 3. 08777356 0. 00201
B5099 1. 75320005 0. 28590000 6. 13221455 0. 00000
B100199 3.71169996 0. 43700001 8. 49359226 0. 00000
B200299 21.55699921 1. 22899997 17. 54027557 0. 00000
B300OP 14. 55399990 2. 17100000 6. 70382309 0. 00000
HVOVENS 0. 00009331 0. 00002607 3. 57905650 0. 00035
| NCOMTOT 0. 00000004 0. 00000000 9.71200371 0. 00000
MANUMRKR - 0. 00190660 0.00017580 -10.84527874 0. 00000
RETLWRKR 0. 00209120 0. 00072780 2. 87331700 0. 00406
AGRIWRKR - 0.00382230 0. 00028050 -13.62673664 0. 00000
WCOLWRKR 0. 00374680 0. 00033430 11. 20789623 0. 00000
CNSTWRKR - 0. 00061468 0.00084420  -0.72812128 0. 46654
WRKOUTCN - 0.00217020 0. 00020820 -10.42363071 0. 00000
ALL1 -0. 00478960 0.00233300 -2.05297899 0. 04006
ALL?2 -0. 00070019 0.00030770  -2.27556086 0. 02287
ALL3 -0. 00011620 0.00014560  -0.79807687 0. 42487
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As indicated by the R-square value, the combined MD and DO
model in Table #7 explains 82% of the variation in the nunber of
physicians across 2,351 rural counties. Unweighted O.SE
estimation yields an R-square of over 90%, but is biased because
It gives too nuch weight to high-variance predictions for |arge
popul ati on counties.

The relationship between total county population and the
nunber of physicians in the county is positive and significant
(Prob|t|2x val ue | ess than .00001). The coefficient on total
popul ati on (.0002449) tells us that, all other things being
equal, . an increase of approxi mtely 4,000 people adds one
physician to the target number. wever, other independent
(explanatory) variables (e.g. nunber of hospitals, total persona
income, retail workers, ad white collar workers) also generally
increase with population, so the inpact of additional people on
the target ratio would be greater than that indicated b
popul ation coefficient alone. The significant negative ‘constant
(-2.663001) supports the idea of a "critical" mass of county
popul ation before a county has its first physician.

~The large positive coefficients and |ow Prob|t|2x val ues for
hospital variables (particularly those over 50 beds) indicate a
strong positive correlation between the presence of a hospital in
a rural county and the number of physicians in that county.
There is a significant positive relationship between the nunber
of HMO nenbers and the number of physicians in a rural county.
However, the coefficient (.00009331) is snall and causality could
be argued in either direction. There is a strong positive
rel ationship between total county personal income (population
times per capita incone) and the nunber of physicians. An
addi tional $25,000,000 in personal inconme adds ‘one physician to
the target number.

The m x of a.count%'s enpl oynent base is a very inportant
factor in determning the nunber of l|ocal physicians in rural
counties. There are strong positive relationships between the
nunbers of retail and white collar workers and the nunber of
BhyS|C|ans. However, there are strong negative relationships
etween the nunbers of manufacturing and agricultural workers and
t he nunber of physicians.

There is a strong negative correlation between the number of
county residents who work outside the county and the nunber of
| ocal " county physicians. Wen many county residents trave
outside the county for enploynent, nany residents also trave
outside the county for health care. Based on the coefficient of
(-.00217020), every 460 residents who go outside the county for
work reduce the target number by one physician.

~ _For all Mps and pos combi ned, there are mar inalﬁy-
significant negative correlations between the nunber o
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physicians in the first two surrounding rings (O-20 mles and 20-
60 mles) and the nunber of physicians in the central county.
However, the coefficients are small and, for prediction purposes,
do not change the tar%et a great deal unless the counties is next
to another county with a very large surplus or shortage. The =
.0047896 coefficient for ALLL inplies that a surplus of

approxi mately 20 physicians in counties within G20 mles would
reduce the target number of ph%3|0|ans in the core county by only
| /IQth. The coefficient for the 20-60 mle ring is even snaller.
Wiile these measures of outmgration are statistically
significant, the coefficients are small. The coefficient for the
third ring (60-100 mles) is not significant.

Focusing on health care consunmers travelling outside county
boundaries for physician services, these negative coefficients
provi de nodest confirmation of outmgration — beyond that
measured by workers outside the county. Focusing on conpetition
among providers, these coefficients provide sone evidence that
inter-county conpetition anmong all MDs and Dos in the regions
surrounding rural counties is stronger than professional
sKnerg[sm ~The nore physicians in nearby areas, the fewer
physicians in the core county.

Al t hough the inpact of physician shortages/surpluses in
surrounding rings is only marginally significant for all MDps and
pos conbi ned, sone of the results for particular specialty
groupings (given in full in Appendix E'in Volume II) are very
Interesting.” In general there appears to be greater inter-county
outmgration and conpetition for surgical specialties and than
for generalists. For exanple, for all surgical specialties
conbined the negative relationship between surgeons in ring 1 (o0-
20 mles) and surgeons on the core countK Is statistically
significant at the p=.00198 level. On the other hand, Genera
Practitioners, Famly Practitioners, and Osteopaths tend to
| ocate near one another so that there is a strongly-positive
correlation between the number in surrounding areas and the
number in the core county.

3. Anal ysis of Rural Hospital Medical Btaffs

Results for the rural hospital staff mpdels are given in
Appendix F in Volume 1. In the total staff nodel, there is a
negative coefficient for medical staff in other hospital ®a,” but
it is not statistically significant. However, the coefficient
for staff at a third hospifal "B" has a significantly negative
coefficient of =-.311433. This neans that average medical staff
size in three-hospital counties is significantly less than
average medical staff size in one or two hospital counties.

There is also a strong positive correlation between the
number of hours paid for interns and residents and the nunber of
medi cal staff. his may represent the staff needed for nedica
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education, the long-term inpact of involvenent in nedica
education on successful physician recruitment, or both,

In the specialty-specific analysis for OBGYN staff, the
coefficients on medical staff at both other hospitals are both
negative and the one for the third hospital "B"™ is particularly
| arge (0.477897). This may indicated greater staff conpetition
for OBGYN services in rural counties with nore than two
hospital s.

4. Rural Hospitals Wich Increased Their Medical Staffs
a. Di scussion of Total Staff |Increase Results

- The results for analysis of the increase in tota

nedi cal staff are shown in Table #9. Conplete results for
each of the six staff increase indexes are given in Appendix
Gin Volunme I'l. These analyses generally yielded nuch | ower
R-square values than those for nunber of physicians Per
county or nedical staff, so they would be |ess useful for
ﬁredlctlon, However, the analySis of total nedical staff
as a statistically significant F-value and several of the
variable coefficients are also significant., Thus, it does
rovide statistically-significant insight into those
ospital characteristics which were associated with nedica
staff expansion.

Table #8 indicates that, among these 1400 plus rural
general hospitals, the average hospital added sightly over
one half (.61855) physician to their total nedical staff
from 1985 to 1989.
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TABLE 8

Total nedical staff increase 1985-89 analysis results

Anal ysis of Variance

sum of Mean
Sour ce DF Squar es Square
Model 58 36417.84357 627.89385
Error 1375 106672.50302 77.58000
C Total 1433 143090. 34658
Root VBE 8. 80795 R-square
73 Dep Mean 0.61855 Adj R-sqg
c.v. 1423. 96864
Par anet er St andar d
Variable DF Esti mate Error
County Vars:
| NTERCEP 1 0. 645380 2.10675325
CNTYPOP 1 0. 000270 0. 00004412
INCOME 1 -0.000018847 0. 00012934
FAMLYPOV 1 -0.002559 0. 00068533
~CNTYLAND 1 -0.000392 0. 00018154
MANUWRKR 1 -0.000218 0. 00011378
RETLWRKR 1 -0.002319 0. 00056561
SERVWARKR 1 -0.000035639 0. 00002421
AGRIWRKR 1 -0.000269 0. 00030231
WCOLWRXR 1 -0.000313 0. 00023938
CNSTWRKR 1 0. 000327 0. 00080361
UNEMPLYD 1 -0.000457 0. 00052024
OTHRHOSP 1 1.206063 0. 37726550
Hospital Vars:
BEDSIZE 1 -0.421249 0. 38073162
CONSTRCT 1 0.000000964 0. 00000023
Hospi tal PrES:
ADMINS 1 0. 063504 0. 10292786
PHYSI CNS 1 -0. 081438 0. 16494586
RESI DNTS 1 0. 254272 0. 07329013
RNS 1 0. 039723 0. 01897568
LPNS 1 0. 006498 0. 01901270
AUXNURSG 1 -0. 001623 0. 01613334
PHARMCST 1 -0.197131 0. 24329240
MEDTECHS 1 - 0. 091587 0.07418642
OTHERLAB 1 0. 023058 0. 07308849
DI ETTCNS 1 -0.427828 0. 35546864
RADTECHS 1 0. 040554 0. 11535556
RADTHERP 1 0. 092864 0. 25772473
NUCLRMED 1 0. 016196 0. 44639083
OTHERRAD 1 0. 188282 0.11008800
OCCTHERP 1 -1.204160 0. 59352532
PHYSTHRP 1 0. 070832 0. 26293166
RESPTHRP 1 -0. 185266 0. 12969236

F Val ue
8.094

0. 2545
0. 2231

Tfor
Par anmet er =0

PONPOOOROROOONWOO AR WOORORRARNWO®O

HO.

. 306
. 127
. 146
. 733
. 161
. 919
. 100
472
. 890
. 309
. 406
. 878
. 197

. 106
. 119

Prob>F
0. 0001

[eleojololololololeolololololololoNe) [eNe) ejeololololololololololoNo)

Prob > !o!

. 1594
. 0001
. 8842
. 0002
. 0309
. 0552
. 0001
. 1412
. 3737
. 1906
. 6845
. 3801
. 0014

. 2687
. 0001

. 5374
. 6216
. 0005
. 0365
. 7326
. 9199
. 4179
L2172
. 7524
. 2290
. 7252
. 7187
L9711
. 0874
. 0427
L1877
. 1534



Vari abl e DF

Hospit a
GE N

ICU

cCu
OTHRSPEC
NURSERY
OPERROOM
RECVROOM
L ABORDEL
ANESTH

DI AGRAD
THERPRAD
| SOTPRAD
LABORTRY
BLOCD
BLOCDSTR
| VTHERP
RESPTHER
PHYSTHER
OCCUTHER
SPEECHPA
ECG

EEG
RENDI ALY
OTH NPTA
QUTPTCLN
EMERGNCY
SPECI AL

Cost s:

_ -

1 1 1
OO OOOOOOOOOOOOOOOOOOOOOOOOCO

Al

further

Par anet er

Estimate

.000000414
-0. 000001212
- 0. 000002870
. 000008895
- 0. 000000732
. 000000329
. 000003011
.000001411
- 0. 000004879
. 000000315
- 0. 000008694
. 000001467
. 000004575
. 000019593
. 000015355
- 0. 000006439
.000007183
. 000000927
. 000039869
- 0. 000032422
. 000004656
. 000038504
. 000004085
. 000010563
. 000004614
. 000003094
. 000023094
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TABLE 8 (continued):

OO OO OOOOOCTOC OO0 OOOOOOOOOOOCO0O

St andar d

Error

. 00000041
. 00000149
. 00000174
. 00000285
. 00000363
. 00000090
. 00000370
. 00000361
. 00000224
. 00000134
. 00000393
. 00000445
. 00000123
. 00000546
. 00000422
. 00000268
. 00000287
. 00000357
. 00001068
. 00001009
. 00000260
. 00001125
. 00000237
. 00000209
. 00000300
.00000181
. 00000681

T for HO:
Parameter=0

.017
-0. 812
-1. 648
. 123
-0. 201
-0. 368
. 814
391
-2.178
. 234
-2.210
. 330
-3.710
. 587
. 641
-2.403
. 500
. 259
. 132
-3. 213
788
. 423
122
. 060
. 536
L T711
. 392

1

Prob > |T!

OO OOOOIO OO0 OOO OO IOOOOOOCOO0O

o ot her things being equal, there is a strong
positive relationship
Increase in tota

areas wth lar

tota

ph
popu

between tota
. hospi t al
evi dence of

medi ca

count
staff.

sician synergism — hospita

S ger _yatlons and |ar
physicians tend to gain nore staff.
expl anati on,

er nunbers of
an alternative

. 3091
4172
. 0996
. 0018
. 8404
. 1132
. 4156
. 6957
. 0296
. 8149
. 0272
. 7415
. 0002
. 0003
. 0003
. 0164
. 0125
. 1953
. 0002
. 0013
0741
. 0006
. 0854
. 0001
. 1248
. 0872
. 0007

opul ation and an
y %hPs nay be
S in

. . popul ation could be correlated with sone
variable which is not

. measured directly
growt h) which was responsible for attracting physicians.

(e. Q.

econom c

Al t hough county per capita income was not significantly

associated with an increase in medica

staff,

there was

a

negative association between the nunber of famlies bel ow

t he

poverty |evel

and change in nedical

staff.

Al so,

hospitals in counties with the same population but |arger
| and size (i.e.

were |ess successf ul

| ower popul ation density per square mle)
in recruiting and retaining physicians.
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The mx of the county enploynent base was general |
much less inportant in predicting the change in hospita
medi cal staff than it was in predlpt|n?.the nunber of
hysicians per county. The only significant finding is that
ospitals in counties with nore retail workers were |ess
successful in expanding their nedical staff.

Interestingly, the existence of another hospital in the
same county had a positive effect on the change In a .
hospital's total medical staff. This suggests that there is
synergi sm operating anong rural hospitals as well as anong
rural “physicians. ~Configurations of rural hospitals and
rural physicians must be nutual |l y-supportive.

W now change our focus from characteristics of the
rural hospital's county to characteristics of the rura
hospital 1tself. In particular, characteristics in 1985
which may have affected the hospital's ability to recruit
and retain nedical staff.

~There is a very strong positive relationship between a
hospital's construction in Progress in 1985 and the increase
inits total nedical staff from 1985 to 1989. Al other
things being equal, each million dollars in construction in
progress in 1985 is associated with a gain of %fpfOXlﬂHte|¥
one physician on medical staff from 1985 to 1989. Al thoug
those seeking to constrain hospital capital costs may not be

| eased to see this results, it confirms the conventional
hinking that new hospital facilities are useful for
attracting and retaining physicians.

There is a positive relationship between the nunber
(FTEs) of a hospital's nedical residents in 1985 and an
increase in total medical staff from 1985 to 1989. The
coefficient would suggest that each nedical resident in 1985
Is associated with a gain of apprOX|nateI¥ 1/4 (.254272)
physicians on medical staff from 1985 to 1989. This is
I nportant enpirical confirmation of the value of nedical
education affiliations as a |long-term physician recruiting
strategy which was nentioned in the literature.

There is also a nodest positive relationship between
t he nunber (rrEs) of RNs at a hospital in 1985 and _
subsequent increase in nedical staff. This relationship
does not hold true for LPNs. This provides enpirica
confirmation of one of the other mgjor thrusts in the
ﬁhy3|0|an.recrU|tnEnt literature — the inportance of a
igh-quality nursing staff in [ong-term physician
recruitment.

There are strong positive relationships between the
cost in the respiratory therapy, occupational therapy, EEG
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other inpatient ancillary, and special purpose cost centers
In 1985 and increases in nedical staff from 1985 to 1989.
One should be cautious about interpretation of statistica
significance with some many variables wthout prior
predictions, but these nmay represent service areas where

I nvestments hel ped contribute to the success of subsequent
physician recrultment.

b. Overview of Results for Oher staff | ncrease Indexes

The conplete results for analysis of the five other
staff increase indexes are given in Appendix G in Volunme ||
Putdih|s section gives a brref overview of sonme of the

I ndi ngs.

The analysis of increases in famly and genera
practice nedical staff are nuch less statisticall
significant than the nmodel for total medical staff, but the
F-value is still significant at the p=.0001 |evel. .
| evel s of construction, EEG services, and other inpatient
ancillary centers remain P03|t!vely associated wth
i ncreases in the nunber of famly and general practice staff
from 1985 to 1989. However, coetfficients for
interns/residents and RNs [ose their statistica
signi ficance.

In analysis of increases in OBGYN nedical staff, high
1985 levels of interns/residents, other radiologic personnel
(probably neonatal ultrasound) and |abor and delivery room
costs are associated with increases in OBGYN medical “staff.
For key specialists conbined (including internists, OBGYN,
pediatrics, and general surgery) the nost inportant factor
associated with an increase of staff from 1985 to 1989 is
the nunber of nedical residents in 1985. Qher radiologic
personnel, EEG cost, other inpatient ancillary center cost,
and emergency service cost were positively correlated with
an increase in staff. The analysis of the increase in the
nunber of specialties (specialties for which there is nore
than one physician) was not statistically significant and no
concl usi ons can be drawn.

. W also investigated staff increases in conjunction
with indexes of financial viability from 1985-1989. The
results are very simlar to those of the staff indexes
al one, except that bed size becane positively associated
with a high index. As mght be expected, those strategies
and characteristics which were beneficial for staff growth
were also associated with financial viability.
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E. Di scussi on

1. Physicians in Rural Counties and Staff in Rura
Hospital s

This study analyzed three national datasets to exam ne how
county, and hospital ‘characteristics relate to the recruitment and
retention of physicians in rural counties. Specifically, it
exam ned several ways to estimate the expected nunber of
physicians in rural counties and the size of rural hospital

nedical staffs. It also investigated factors associated with
changes in nedical staff size at rural hospitals from 1985 to
1989. In a conpani on docunent, cConnor, Kral ewski, and Hillson

(1992) report the results of two small-scale, but in-depth,
surveys examning recruitnent strategies used by rural hospitals.

~The results confirm that county population is a major
Qredlctor of the nunber of ph¥3|0|ans.|n a given rural county.
here is also strong support for the idea of a critical mass of
county popul ation before a county has its first physician.

This study also yielded sone less predictable findings. W
observed that Socioeconom c variables also affect the nunber of
physicians, Counties with greater wealth and nore white collar
enpl oyment tend to have nore physicians. Counties with nore
manufacturing and agricul tural enploynent have fewer physicians.
These correlations may be due to economc differences. ~Different
categories of enploynent nmay offer different |levels of health
I nsurance coverage or there may have been different macroeconomc
trends for particular industries during the prior decade. These
correlations may also be due to socio-cultural differences.
Different enploynent base mxes may reflect sociological or
cultural characteristics which make a region nore or |ess
attractive for physicians. Finally, these correlations may be due
to epidemologic and health differences. Athough it is unlikely
to be the primary explanation, workers in different enploynent
categories may have different patterns of illness and health
which require different levels of health care.

|f these differences are caused by economc or socio-
cultural factors, then the strong negative correlations between
sone categories of workers (e.g. agricultural workers) and nunber
of physicrans are disturbing from a need-based point of view
This is mhx the results of denmand-based nodels which reflect
wwhat is" should be carefully evaluated and acconpanied by
consi deration of ®"what should be."

Rural communities should use denmand-based nodels to
determne the target nunber of physicians which they can supPort
based on existing rural nornms. However, these results show that
there are fewer physicians in areas with many agricultural
workers. If this 1s not caused by a |ower need for physicians by
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these popul ations, then interventional programs or |ong-term
subsidies may be necessary to change "what is" into "what shoul d
be* for egalitarian reasons. A demand-based nodel can help to
quantify the anmount of intervention which is required to meet
this need. Consideration of need can help prevent perpetuation
of inequities through blind application of a demand-based nodel.

This study also indicates a strong relationshiﬁ bet ween
rural hospital S and physicians. Rural counties with hospitals,
particularly larger hospitals, have nore physicians. Correlation
does not prove causation nor is the direction of causation
certain. Mre hospltals_naY have formed where there were nore
physicians and nore hospitals may have closed where there were
fewer physicians. Thus, the nunber of physicians may have

i nfluenced the nunber of hospitals. However, nost hospitals have
continued inoperation for decades while physician practices have
cycled. Thus, the nmost |ikely direction of causation is the

ot her way around — rural hospitals help rural counties attract
and retain physicians.

If one applies this latter causal view to the coefficients
then: each 6-49 bed hospital added around one hal f Lssh ,
addi ti onal physician to a rural county; each 50-99 bed hospita
added over 1 and a half (1.75) physicians to the county; each
100~199 bed hospital added over 3 and a half (3.71) physicians to
the county; each 200-299 bed hospital added over 21 ph¥3|0|ans to
the county; and each 300-plus bed hospital added over 14
physicians to the county. Larger hospitals naK serve as the
medi cal centers for regions nmuch larger than the county.
Furthernore, physicians may prefer to |ocate near |arger
hospitals to have access to a greater variety of diagnostic and
t herapeutic services.

These findings concerning rural hospitals and physicians
have public policy inplications. One should not evaluate
regionalization of hospital care and possible closure of rural
hospitals wthout considering a potential reduction in the number
of local physicians.

_ConcerninP outmgration, our study shows a very strong
negative correlation between the nunber of county residents who
travel outside the county for work and the nunber of local county
physicians. Every 460 residents who go outside the county for
work reduce the target number of physicians ifor all specialties
conbi ned) by one. The average rural popul ation/physician ratio
is around twice this figure. This suggests that every person
traveling outside the county for work is associated wth two
peopl e traveling outside the county for physician services.

Rural comunities nust realize the degree to which local vs.
non-1ocal economc¢ relationships also influence |ocal vs. non-.
|l ocal provision of health care. In terns of public policy, this
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findinP suggests that rural self-sufficiency in health care is
strongly influenced by rural self-sufficiency in enployment
opportunities.

The inpact of physician surpluses or shortages in .
surrounding counties as neasured by the nethodol ogy of concentric
rings is generally significant, but not as large as one m ght
expect. t takes a surplus of approxinmately 200 physicians in
the nearest counties to reduce the expected number of phg3|0|ans
in the core county by one. The following are some possible
reasons for the small naqyltude of the relationship between the
number of physicians in the core area and the nunber of
physi cians in surrounding areas:

COUNTI ES ARE LARGE:  Counties may be sufficiently large
that physicians and patients essentially disregard

nei ghboring counties in their decisions about where to
provide and obtain health care. Physicians do not risk
market share if they locate near physician-rich counties.
Anal ysi s using concentric rings wth smaller geographic
areas.(e.ﬁ: zip codes) mght reveal stronger negative

rel ationships between the nunber of physicians in the core
area vs. surrounding regions.

. PHYSI Cl AN COVPETI TION VS. SYNERG SM  Physicians may be very
attentive to the nunber of physicians in nearby counties,
but the effects may be conplex. Concerning market share and
competition, it may be risky for a doctor to locate in a
county that is surrounded by regions in which there is a
surplus of physicians. On the other hand, there nay be
physician synergism (sharing of call, exchange of ideas at
neetings, etc. fron1be|n? near a high concentration of
physicians. The inpact of conpetition vs. synerﬂlsnlnay
oFfseg one another and weaken the magnitude of the net
effect.

STRONG REG ONAL CHARACTERI STICS:  Counties that are near
each other share sim|ar socio-economc, geographic, and
climatic characteristics — many of which are not directl
neasured by the three national databases which we used.
lifestyle 1ssues based on common regional characteristics
predom nate in physician practice |ocation decisions, then
this mght reduce the expected negative relationship due to
conmpetition between regional and |ocal physician supply.

This study provides several quantitative nodels to help
rural communities estimte how many physicians they should
recruit. The target nunmber of physicians for a rural comunity
or staff for a rural hospital based on our regional nodel is ,
valuable information, but there remain some qualitative strategic
considerations. The comunity or hospital may adjust the target
nunber of physicians depending on whether they plan to take an
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aggressive or passive approach to market share or to recognize
unusual regional denographic, epidemologic, or econonic
characteristics which are not included in the full nodel. Models
shoul d heIP i nform deci sion makers, but even good ones do not
elimnate the need for professional judgnent of [ocal _
characteristics and qualitative assessments of hard-to-quantify
factors.  Accordingly, we briefly raise the followng factors
for qualitative consideration.

_ The followng factors will tend to decrease demand and

I ncrease sugpl for phXSICIan services (Ellwood, 1985; Steinwachs
et al., 1986; Tarlov; 1986; Jacobsen & Rimm 1987, \einer et

al ., 1987; Schloss, 1988; Schwartz et al., 1988; Singer, 1989;
Rosenbl att and Lishner, 1991):

Decreased denmand due to increased enrollnent in HMos (and
ot her conpetitive nedical plans);

Decreased demand due to increased use of non-physician
practitioners;

. Decreased demand due to health promotion and disease
prevention; and

. Decr eased Physician income due to governnental and private
sector cost containnent.

The following factors will tend to increase demand and
decrease supply for ghyS|C|an services (Jacobsen & Rinm 1987;
Schwartz et al., 1983; HRSA, 1988; Schloss, 1988; Rosenblatt and
Li shner, 1991):

I ncreased demand from greater health insurance coverage
(e.g. lower copays and deductibles) or, in the extrene,
universal health insurance |egislation.

. I ncreased demand from an aging popul ation

. Decreased supply due to continuation of the present trend of
physicians' spending nore time in admnistrative and other
non-clinical activities;

. Decreased supply due to a decrease in the nunmber of hours
wor ked per physician; and

Decr eased suRpIy due to econom ¢ pressures on medjca
practice such as increases in the cost of professiona
liability insurance.

_ Deci sion makers should still use their professional insight
into local conditions and trends to evaluate the results of the
nodel . The nodel can serve as a valuable tool for cooperative
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| ocal decision nmaking, but should not supplant |ocal decision
makers.

. Local providers give value to their comunities beyond
direct provision of health care, so aggressively seeking |oca
mar ket share can benefit the community. On the other hand,
aggressive conpetition for narket share in a flawed market can
result in extra costs (e.g. exorbitant incentives to attract
?hys|g|ans and long-term provider subsidies) and duplicated

acilities which increase society's health care bill with little
health inprovenent (Perry, 1988).

~ Rosenbl att and Mscovice (1982? reconmrend det erm ning
whi ch services can be offered locally vs. non-locally based on
eval uation of quality, cost, and acceptable comunity .
expectations. Row ey and Bal dwin (1984) note that outnigration

of ten decreases when new | ocal physicians are added. Genn et al.
(1988) note that lack of a surgeon hurts a hospital's inage and
increases outmigration for primary physicians as well. Bonds and
Pul I iam (1991) su%gest an aggressive agproach to market share if,
for exanple, one knows that Some of ®the conpetitor's staff are
retiring” or if one plans "an aggressive advertising canpaign."

2. Rural Hospital Success in Physioian Recruitnent

Qur exam nation of the change in the nunmber of physicians at
rural hospitals reveals which characteristics were associated
with successful recruitnment in the late 1980's. Perhaps not
surprisingly, sone of the characteristics of hospitals which
gai ned physicians from 1985,to 1989 mrror the characteristics of
counties which have nore physicians, Specifically, a larger
county popul ation and evidence of greater wealth (as measured by
fewer famlies in poverty) were associated with gaining, . .

hysicians. Such characteristics tend to be out of an individua
ospital's control, though they may serve as an index of the
difficulties faced in recruiting.

However, sone characteristics that are under the hospital's
control are also associated with recruiting success. For
exanpl e, hospitals that engaged in nagor construction activities
were |ikel 0 subsequently gain about one physician for each
mllion dollars of construction, Furthermore, the nunber of
residents and the nunber of registered nurses were both
positively related to the gain in Phy5|0|ans. These strong
relationships conjure up an image of a hospital which is
anre33|ver |nvest|n? In devel opment of its ﬁhyslpal pl ant,
clinical support staff and a future pool of physician recruits.
Such a strong future-oriented approach may well be attractive to
young phy3|0|an$ considering rural practice but uneasy over the
potential practice limtations and professional isolation. Such
Investment nay also help to retain established physicians in the
ar ea.
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VW also considered the possibility that our findings reflect
nothing nmore than a restatenent that "nothing succeeds [ike
success." Construction, personnel, and education represent major
expenses which require substantial hospital success to be net.

It could be the hospital success, rather than how the hospita
spends its resources, that is attractive to physicians. wever,
IT this were the case then we woul d have expected to see a
positive relationship with many other neasures of hospita
SEendlng. In fact, we observed several spending and personnel
that were associated with a decrease in physician staff size.
Thus we suspect that it is the ordering of spending priorities
that relates to recruiting success.

In the literature review and synthesis, we discussed several
short-term physician recruitnment strategies:

Set Realistic Coals and Available Resources;

Prepare Practice Specifics Before Recruiting;

Use Networks and Fol |l ow Leads | nmmrediately;

Recruit the Wole Famly; _ _

Produce and Distribute an Attractive Video; o

Ensure a \Wel|-Coordinated Recruiting Team and Visit Agenda;
Be Flexible, but Do Not Conprom se Quality;

Prepare a Draft Agreenent Before the Visit and a Letter of
Intent After the Visit; o

Consi der Income Guarantees within the Law, and .

. Consi der Rel ocation Payment and O her Direct Incentives
within the Law

® ® e & @ ¢ o o

W also discussed several |ong-term physician recruitment and
retention strategies:

Communi ty | nvol venent and Support;

Medi cal Staff Involvement and Support;

Commtment to Quality;

Key Hospital-Based Resources; _

Encourage Devel opment of Local Goup Practices;
On-Cal | "Relief and Collegial Support; _ _
Connections with Tertiary Centers and Specialties;
Educational Affiliation Strategies;

Physi ci an officewHospital El ectronic Links; _
Practice Marketing and Joint Hospital-Staff Marketing;
Practice Managenent Support; _

Professional Liability and Joint Hospital-Staff Insurance;
Physi cian Invol vement in Hospital Decision-Mking;
Continuing Education and Medical Library Services; and
Mul ti-COrgani zational Strategies.

L] L] . L ] * L L] - * L] *

_ Data was not available in our three datasets to enpirically
investigate all of these possible strategies, but we were able to
eval uate sone of them
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One of the key.issues in the literature concerning .
"Conmitnment to Quality" was the inportance of a quality nursing
staff. In our analysis, we found that those rural hospitals wth
a higher nunmber of RNs In 1985 were nore successful in increasing
their total medical staff from 1985-1989. This provides nodest
enpirical support for the inportance of quality nursing staff,
and FNs in particular, in attracting and retai'ning physicians in
rural areas.

~Concerning "key Hospital-Based Resources," one strong
finding is that those rural hospitals with mre construction in
progress in 1985 were nore successful in recruiting and retaining
phySicians from 1985-1989. There are al so statistically-
significant positive correlations between investment in services
such as non-1CU CCU special care units, occupational therapy, and
EEG services and the nunber of physicians added. Fowever, .
addi tional study would be prudent before concluding that putting
more noney into these services would help any rural hospital
recruit physicians.

One of the strongest enpirical confirmations of a strategy
fromthe literature is the strong positive relationship between
the nunber of interns/residents (FTEs) which rural hospitals. had
in 1985 and their success in recruitnment from 1985-1989. This
finding confirms the message in the literature that one of the
best ways to recruit physicians to rural areas is to have them
train in rural comunities. This interpretation seens nore
likely than the explanation that those hospitals which were
successful in recrU|t|n? phy3|0|ans started up residency
programs. There may actual [y be sone causation in both .
directions. However, the strength of the relationship and its
congruence wWith previous themes in the literature suggests that
this i s strong empirical confirnmation of the inportance of rural
hospital educational affiliations for physician recruitnent.

. Several important limtations should be noted in this study.
First, the analyses used available data aggregated at the county
level . Athough this was adequate to account for nore than 80%
of the variation in nunber of th3|C|ans in a county, it
nonetheless fails to give a conplete picture of the issues
inportant to phy3|0|an | ocation decision., Counties with sinilar
popul ation, employnent distribution, and number of hospitals can
still be highl I fferent environments for health care and
physicians. = The conpani on docunent |ooking nore closely at
recruiting nethods will clarify sonme of these issues further

Second, this study permts examnation of associations, but
the retrospective design does not allow reliable statenents of
causality. Are there nmore physicians in a county because the
econony ‘is good — or — does” the econony stay sound because 800d
health care is available? O do both of these reflect a thirt
factor, such as an especially scenic area or a particularly mld



79

climate? Although we feel that in some cases a reasonable
argunent for causality can be made, these nust be interpreted
with great caution

Third, this study reflects the rural health care systemin
the late 1980's. Though recent, even the few intervening years
have seen inportant changes in health care financing and
priorities in production of primary care physicians. Health care
wi Il continue to change rapidly over the foreseeable future. The
findings of this work will need to be verified in future studies.

~Despite these limtations, this analysis provides a detailed
exanm nation of the county and hospital characteristics that
predi ct physician distribution among rural counties and the
success of rural hospitals in recruiting and retaining
physicians. This intformation should be of substantial value to
rural health care providers interested in assuring an adequate
supply of physicians to neet their goals for nedical care in
rural ~ conmuni'ti es.
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V. SURVEY OF HOSPI TAL PHYSI Cl AN RECRU TMENT PRACTI CES
[ ntroducti on

In the analyses reported in a previous section, we found
that the successful recruitnment of physicians by rural hospitals
was related to several contextual variables, such as the presence
of medical education programs, hospital capital expenditures and
the nunber of non(fhyS|C|an heal th professionals. However, these
variables explained only a small part of the variance. It seened
clear fromthe data that some hospitals were able to recruit
PhyS|C|ans regardl ess of contextual inpedinents, while others

ound themto be form dable barriers.

Vi, therefore, desi%ned the study reported in this section
to explore these issues by surveying nine rural hospitals that
have been successful in recruiting physicians and nine that have
not been successful. The surveys were devel oped to assess
differences in the hospitals' recruitment strategies and their
perceptions about the factors related to their recruitnent
successes and failures. Data were collected by phone surveys of
the hospital ceos, the chiefs of nmedical staffs, the chairs of
the board of governors, and physicians who were successfully or
unsuccessfully recruited by the hospitals.

B. Met hods

~This study was designed as a sinple survey conparing
hysician recruiting plans, nmethods, and concerns between
ospitals which have been successful recruiters and hospitals
whi ch have not been successful recruiters.

Hospital Selection

In order to be eligible for participation, a hospital had to
meet the followng criteria:

L. It had to be the only hosgital inits rural county.
This criterion reduces, though it does not elimnate,
effects of the multiple overlapping hospjtal service
ar eas. Additional ly, it focuses attention on
hospitals that are |ikely to be located in nore rural
sparsely popul ated areas.

2. It had to have a bed size of 25 to 100 beds. These
hospltals represent the kinds of facilities providing
most inpatient care in rural comunities.

3. It had to be located in AHA regions 4 through 8. This
was a practical limtation inposed by the small size of
the survey. The selected regions include a large
portion of the populated rural United States.



81

For all hospitals meeting the above criteria, we identified
the total nunber of physician staff in 1985 and estimated the .
expected total nunber of physician staff from 1985 to 1990. This
estimte was based on the findings of our evaluation of changes
in nunber of physician staff. The principal variables prediCting
the change in physician staff were county Population,,incone, and
enpl oyment characteristics. W then calculated the difference
between the actual change in the number of physician staff and
the expected change in nunber of physician staff. Hospitals
whi ch ended the period with nmore physicians than expected were
tentatively classified as successful’. Those which ended the

period with fewer than expected were tentatively called
unsuccessful .

The hospitals were then ranked by degree of success within
ABA region. Because hospitals which achieved far better or worse
recruiting results than expected were felt likely to be unusua
in sone respect (e.g., the closure of a mgjor industry mght have
forced the departure of nmost of the citizens of the comunity),
we next elimnated the 5% nost successful and 5% | east successf ul
hospitals from the ranked listing. O the remaining hospitals,
the 25% nmost successful made up our potential contact list for
successful hospitals, and the 25% | east successful made up our
potential contact |ist for unsuccessful hospitals.

From each potential contact list we then selected a
conveni ence sanple of 5 hospitals. The hospital CEO (or
designee) was contacted to determne whether the hospital was
properly classified as successful or unsuccessful in recruitnent
efforts.  Those indicating that our classification was correct
and expressing a willingness to participate in the survey were
retained for the final selection step.

In the final selection step we chose hospital pairs within
each AHA region. Pairs were matched, to the extent possible, on
state l|ocation, nunber of hospital beds, county population, and
county per capita incone.

This process yielded nine hospital pairs consisting of one
successful and one”unsuccessful hospital each. Table 9 shows
the characteristics of the hospitals included in the survey. It
should be noted that successful hospital nunber 8 has fewer than
the planned mininum of 25 hospital beds. This occurred because
of the closure of several acute care beds.

Survey | nstrunent

The survey was desiﬁned to gain information about the
corporate structure of the hospital, an assessment of the
hospitals perceived need for physician staff, the technvgues used
for recruitment, and the result5 of those nethods. It was our
initial intent to survey the hospital chief executive officer
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the chair of the hospital governing board, the chief of the

medi cal staff, recently recruited physician staff, and a

sel ection of physicians whom the hospital had unsuccessfully
tried to recruit. Each survey was designed to be conpleted by
tel ephone in no nore than 30 mnutes. he interview protocol " was
sent to the ceos before the interview, since the CEO Interview
required detailed information about the medical staff that was
not sought in the other interviews. The survey protocol was
designed to be flexible, with frequent opportunities to probe for
nmore depth in responses.

Surveys were admnistered by one research assistant, who
then collated all responses. Repeated attenpts were nade to
I nterview sub,ects who were initially unavailable. However,
conplete results were obtained onuy or the CEO interviews.
Cbgglete responses were obtained from 18 hospital cEos, 16
menbers of the governing boards, 8 chiefs of medical staffs, and
9 physicians who were recently recruited by the hospitals.

Anal ytic Approach

A principal limtation of this study is the small nunber of
hospital's which could be surveyed. As a result of this
restriction, we were unable to obtain a sanple of institutions
which we could be confident were representative of the broader
pool of rural hospitals. Further, the data to be collected in
the survey was largely qualitative. Consequently, the analysis
Is restricted to descriptive information from the surveys, rather
than statistical conparisons between the two classes of hospitals
(successful and unsuccessful).

- Qur study focused on admnistrative strategies that appeared
to influence the recruitment of physicians by rural hospitals.
No attenpt was made to assess the effects of physician paynent
policies or simlar exogenous factors on this process. However
at the end of the interviews, the hospitals CcEos were asked to
provide their views about factors other than their admnistrative
strategies which influenced physician recruitnment to rural areas.
As expected, physician and hospital payment by Medicare and other
insurance prograns were identified as promnent issues.
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Hospitals included in the physician recruitment study

Successful Hospitals Unsuccessful Hospitals
County Per Cap AHA County Per Cap AHA
State | size | Popul ation | ncone Regi on State size | Popul ation | ncone Regi on

1 M 54 18, 000 12,494 4 10 M 85 26, 000 13,185 4
2 | L 50 19, 000 14,550 4 11 | L 77 38, 000 13,874 4
3 VB 80 20, 000 9,413 5 12 MS 32 17,000 10, 313 5
4 KY 38 15, 000 13,419 5 13 AL 30 16, 000 11, 797 5
5 | A 57 16, 000 17,178 6 14 I A 61 17, 000 14,187 6
6 A 49 21, 000 13,548 6 15 MN 28 8, 000 17,345 6
7 TX 42 10, 000 11,990 7 16 TX 65 17, 000 13, 209 7
8 OX 20 16, 000 10, 593 7 17 TX 37 31, 000 10, 782 7
9 co 39 21, 000 12,019 8 18 co 36 18, 000 14,415 8
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c. Findings
1 Chi ef Executive Oficer Commtnents
a. Nunmber and Types of Physicians Being Recruited

~Table 10 and 11 show the numbers of physicians, by
specialty, being recruited at the study hospitals. Anong the
unsuccessful _hospitals, hospital number 1 indicated that it was
recruiting 17 physicians, a number so large by conparison with
other facrlities that we have chosen to regard this hospital as
an outlier and have exam ned the other 8 unsuccessful hospitals
separately.

One of the nost striking findings fromthese tables is that
nearlx_every hospital in the sanple ?save two) sees itself as
searching for physicians. As an overall average (excluding the
outlier), unsuccessful hospitals were searching for nearly 4.7
new physicians each. Thus, hospitals which have been
experiencing success in recruitment seemto have plans for
greater expansion than hospitals that have not been successful

Both successful and unsuccessful hospitals are seeking a
plurality of primary care PhyS|C|ans. Successful hospitals are
seeking an average of about 2.6 primary care doctors (defined as
fam|ly practitioners, general internisfs, and pediatricians),
conpared to 2.1 for unsuccessful hospitals. Addi n o

, obstetricians, general surgeons, and emergency room physicians,
~this brings these totals up to 3.4 for successful hospitals and
2.5 for unsuccessful hospitals.

~Successful hospitals appear to be planning nore growth in
specialty services (1.2 physicians eachf than unsuccessf ul
hospitals (0.5 physicians each). Four of the nine successful
hospitals were planning sone specialty growh, while only two of
the eight unsuccessful hospitals had simlar plans.
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o TABLE 10 _
Current physician needs: Successful hospitals

Successful Hospitals

Including

Hospital #1
Specialty 2 3 4 6 7 8 9 Total | Total Avg |
Cardiolog 0 0 0
Emer Med 2 2 0 .22
ENT 1 1 2 1 .22
Fam Pract 3 3 2 3 1 3 16 12 1,78
Gen Surg 1 1 3 2 .33
Int Medic 1 1 1 1 5 2 .56
OB/GYN 2 1 3 1 .33
Ophthomol 1 1 0 <11
Oth Surg 1 1 4 2 .44
Pedi at 2 3 .22
Psvch 1 1 0 .11
Ur ol ogi st 1 3 1 .33
TOTAL 4 9 7 7 1 0 8 42 24 4.7
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o TABLE 11 _
Current physician needs: Unsuccessful Hospitals

Unsuccessful Hospitals
Specialty 1 2 3 4 5 6 7 8 9 Total Avg
Cardiolog 1 1l 0
Emer Med 0 0
ENT 1 1 2 .13
Fam Pract 4 2 1 2 1 2 2 2 16 1.5
Gen Surg 2 1 4 +25
Int Medic 3 1 1 5 .25
OB/GYN 1 1 2 .13
Ophthomol 0 0
Orth Surg 1 1 1 3 .25
Pediat 2 1 1 1 5 .38
Psych 2 2 0
Urologist 1 1 .13
TOTAL 17 6 2 4 2 2 2 1 5 41 3

b. Recruiting Methods

The hospitals included in this study use a wide variety of
techni ques and prograns to determ ne how many nore physicians
they need. In general it appears that successful hospitals tend
to approach the issue in a nore formal way, linking the issue to
their long-range planning process or contracting wth outside
firms to conduct needs assessnents. Five of the nine successful
hospitals had conducted fornmal needs assessnments. In contrast,
unsuccessful hospitals tend to rely more on an informal process
to determ ne physician needs. As noted by one admnistrator
"the need is just plain obvious." Unsuccessful hospitals also
tend to be reacting to imediate needs created by the death of a
Phy3|0|an or retirement rather than recruiting accordln% to a

ong term plan. Hospitals in both categories noted that they are
recruiting to recover or increase market share. In many of the
hospitals this was the overr|d|ng factor rather than recruiting
to meet some perceived unmet needs.

Most of the hospltals who do conduct some type of market
assessnent as part of their recruiting strategieS focus on
potential demand for services. This I's often based on
denographic data available from census data and data from county
governmental agencies. Service areas are usually described as
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being rather arbitrary based on past experience and genera

know edge of "where people shop for all goods and services,
including health care". One successful hospital that |inked
physician recruitnent to their overall strate?lc pl an descrlb%d a
nuch more sophisticated approach to the markef assessnment. They
included some health status data fromthe State Health Departnent
in their assessment and then translated that information along
with denographic data and estimates of health jnsurance coverage
into potential demand for services. This hospital used patien
origin data (|nc|ud|n? Medicare) to estinmate their service area.
They devel oped concentric rings that included the geographic
origin of 75%, 50%, and 25% of their patients. Using need and
demand information, they estimated the potential additional
demand for services that existed in each area. This was by far
the nost sophisticated needs assessnment approach described by the
hospitals in this study. Mst of the others use sinple
projections based on population data or 'guess-estinates'.

There is no clear pattern of relationships between the
success of physician recruitnent and the use of recruiting firms.
In general, "unsuccessful"” hospitals have hired nore thS|C|ans
through those firms, and therefore, the admnistrators have
hlgher opinions of the effectiveness of recruiting agencies.

Tabl e 12 docunments the hospitals' use of recruiting firns.

TABLE 12
Use ofrecruiting firms during the past three years

Successf ul Cont i ngency Ret ai ned | Unsuccessful Cont i ngency Ret ai ned
Rospi t al Firns Pirms Hospi t al Firnms Firms
1 1 2 | 1 | 0 | 2
3 2 0 3 0 0
5 0 1 5 8 0
6 6 2 6 6 0
7 0 0 7 5 1
8 3 0 8 0 0

Six successful hospitals have used recruiting firms during
the past three years as part of their physician recruitment
strategy. Five of these use firms that work on a contingency fee
basi s al though sone also charge a retainer fee, Only one
hospital admnistrator praised a contln?ency firm as beln? ver¥
prof essional and useful. Oher admnistrators commented that the
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agencies generate names but no recruitment has occurred. Another
admnistrator said he only hired firms in order to stop them from
calling so often. He noted that "they are a waste of-time." It
aPpears.that these firms are not central to the recruitment
strategies of successful hospitals. Rather it seens that they
use the firms because it does not cost much unless they recruit a
physicians. Therefore, while the potential payoff is low the
costs are also very |ow.

However, contingency fees were found to range from $18, 000
to $50, 000, d%ﬁend|ng on the specialty sought and the length O
the search. e successful hospital paid $21,000 for a famly
practitioner, $25,000 for a general surgeon, and $28,000 for an
obstetrician. An unsuccessful hospital, after a lengthy
recruitment process, recently paid $45,000 for an orthopedic
sur geon.

Seven of the unsuccessful hospitals included in the study
currently have used agencies during the past three years while
two have ' not. Al but one of these hospitals enploy firms on a
contingency basis. These unsuccessful hospitals have m xed
feeling about the performance of the recruitnment. Two hospita
admnistrators are very pleased with the work of the firns. .
During the last five years, one hospital admnistrator hired five
physicians through a recruitnment firm and another hired two of
their four recrurts through an agency. Two other admnistrators
rate their firms as average noting that they generated some good
nanes, but no successful recruits. An admnistrator who
commented that the firms were not very effective added that the
| ack of candidates may not be the fault of the firns. He noted
that *1f there aren't any physicians out there who are interested
In con1ng to a rural hospital, then it's not the agency's fault
for not being able to find them In general, the CEos of
unsuccessful hospitals apPear to be nuch nore satisfied with the

erformance of recruitnment firns than are those in successful
ospitals. This could relate to the type of physician being
recruited or it could nmean that the successful ceos' approach
physician recruitnent in a more formal manner, and consequently,
expect nore fromthe recruitment firms. In either event,

overal |, our data indicate that the admnistrators were not very
satisfied with their recruiting firms, and were not conplinentary
about the way the firns operate.

C. staff and Budget

In most of the hospitals the administrator is responsible
for the recruitment of physicians. On average, adminjstrators
spend approximtely 10% to 30% of their tinme on recruitnent. The
proportion of time varies according to the nunber of physicians
who are sought. Generally, the nedical staff are not involved in
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the recruitment process unless a physician or group practice Is
seeking a partner. In those cases, the staff member usual

plays the lead role. Qtherwise, it appears that the nedica
staif is only involved when their help is needed, such as at
social eventS, or when interviewing a candidate. Hospital board
nmenbers simlarly do not appear to be heavily involved in the
recruitnment process. Mst of the cEos said that their board are
not very involved in the recruitnment of physicians and this did
not vary much between the successful and unsuccessful hospitals.

Only two hospitals surveyed reported hiring in-house
recruiting staff. One of the successful hospitals enmploys a
quarter-time recruiter, and an unsuccessful hospital has a full-
time recruiter whomthey hired during the past six months. Only
four hospitals, two successful and two unsuccessful, reported
having adm nistrative staff other than the admnistrator or
recruiter significantly aid in the recruitnent process. Those
I ndi vi dual s ?and their dedicated time) were a public relations
director (5%), a patient representative (20%), an assistant
??g%nlstrator (25%), and a vice president of ancillary services

Al'l hospitals except two have an annual budget for
recruiting. The size of the budgets range from $15,6000 to
$750, 000, however, nost budgets are between $15, 000 and $60, 000.
The |argest budgets include incone guarantees for physicians,
whereas other budgets do not. The Targest single expense other
than incone guarantees is the fee paid to a recruiting firmfor a
successful candidate. One successful hospital that i's |ooking
for an internist has a 1993 budget of $I OO, 00O $120, 000.

Approxi mately $80,000 is designated for income guarantees,
$10,000 for "advertisenents, $10,000 for recruitment staff tine,
and $20,000 for new equipnent. Oher costs that are often
included are travel expenses and noving expenses, although the
| atter costs are sometimes included in the signing bonus.

Table 13 provides a summary of the hospital s@recruiting
budgets and additional staff.
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TABLE 13
Recruiting budgets and staff
Successful Budget Additional | Unsuccessful Budget | Additional
Hospital (000s8) staff Hospital {0008) staff
1 50-100 1 (25%) 10 750 0
2 N/D 1 (5%) 11 60 1 (10%)
10 0 12 N/D 0
4 30 0 13 N/D 1 (25%)
5 N/D 0 14 15 0
6 25 0 15 40-45 0
7 50 0 16 50 0
8 100- 120 1 (20% 17 N D 1 (90%
9 40 0 18 200 0
N D = Not Discl osed

a. [ nvol vement with Medical Education

~I'n general, successful hospitals are nmore involved with

medi cal education than unsuccessful hospitals. Although the
majority of the admnistrators thought that there was not nuch
PayOff’ It is clear that these progranms are much nore_prom nent

n successful hospitals than in their counterparts. The nost
comon approach is what is often called a shadow program  High-
school, college and sonetinmes nedical students follow a physician
around on her daily routines. Four successful hospitals and
three unsuccessful hospital have shadow prograns.

~ The second nost common program is the rural rotation for
nmedi cal students; Four successful and unsuccessful hospitals
have rural rotation programs. One hospital offers free room and
board to encourage students to participate. Another hospital that
has a strong rotation program has devel oped a summer externship
for medical “students who were raised in the area. "Both of these
ﬁrograns have been very successful, @stated the recruiter. "We
ave three students on the string now who have been through
ei ther or bothT%rogranB. It looks like they mght come back here
to practice. e state universities have expressed interest in
sendln% students to the programs, but we are committed to naking
sure the students are l|ocal."

~ Only one hospital offers scholarships to local residents who
go into the health professions. Two hospitals offer student |oan
programs, one for medical students and one for all health
professions. In both cases, the loans are interest-free with the
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option of foregoing payment if the student returns to the
hospital for a certain period of tine.

Tables 14 and 15 show the involvement of these hospitals.

TABLE 14
I nvol vement with medical training: Successful hospitals
Successful Hospitals
Programs 1 3 4 5 6 7 8 9
Shadow X X X
Rural Rotation X X X
Extern X
Scholarghip X
Loans
Residency X
Training

I nvol venent with nedical Iﬁ%h%iﬁ%: Unsuccessful Hospitals
Unsuccessful Hospitals
Programs 10 | 11 |12 | 13| 14 | 15 | 16 | 17 18
Shadow X X X
Rural Rotation X
Intern
Scholarship
Loans X X
Resi dency X
Training

- Two of the 18 hospitals are involved with the training of
nedical residents. Both offer elective rural rotations. "We
offer nore hands-on experience to primary care residents, than
urban hospitals can, ®* commented on admnistrator. "In big
hospitals, famly practice residents usually only get to watch OB
procedures, but "here they are nore involved."
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e. Factors Noted by ceos as |nportant Conponents of a
Recrui tnent Strategy

Every hospital's recruiting experiences are different.
Needs, resources, location, comunity, weather, and a Qgst of .
other factors come into play with every recruitment. ten it 1Is
difficult to pinpoint what makes one hospital a better recruiter
than another. The following are some observations offered by the
hospi tal CEos.

f. Support of Medical Staff

~ One problem nentioned by a nunber of admnistrators was
resistance from current staff nembers. Either they viewed new
physi cians as conpetitors or theY wer e uPset by the income
%uarantee,_ sonething that had not been offered’to themearlier.
wo admnistrators spoke of |earning "damage eontrol" during the
recruitnment process. According to one, "candidates al ways want
to talk to the retiring physicran or others in the sane
3ﬁe0|alty. You can't deny themthe visit, but you can prepare
them for any negative response that you know they'|ll get.®
O hers speak of cutting the resisting physician out of the
process altogether. One admnistrator explained that an elderly
physician was so negative to the candidates that they sinply had
to wait until he retired before anyone else could visit. A
nunber of physicians interviewed regarding the recruitnent
process concurred with the adm nistrators.

Certainly not all nedical staffs have internal problens.
One adm nistrator, who felt he had a very supportive staff,
t hought that the best thing a candidate could do was to talk to
the retiring physician since "he knows the practice better than
anyone.

g. Comunity Support

In general, admnistrators of successful hospitals nentioned
community invol vement and support as a key to recruiting and
retaining physicians nore often than unsuccessful hospitals did.
Seven admnistrators spoke of "good connunlty support”, "the
community selling itself", and "meking sure the physician and his
spouse are involved in the comunity once they get here so that
they' |l want to stay.® The inclusion of key ‘community nenbers at
a social event appears to be the mnimal |evel of involvenent.

At one hospital, community nenbers found out in advance what a
candi date and his spouse's interests were and then tailored the
social events to those interests.

Sone hospitals focus a significant portion of the |
recruitment process around the connunlty. In one commnity, a
weal thy anonynous donor ﬁroylded capital funds to the hospita
for the recruitment of physicians. The hospital organized a
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foundation in 1990 wth those funds and held a fund raising drive
to add to the capital. The foundation is admnistered by 25
comunity nenbers who make up the fund-raising commttee as wel
as the recruiting commttee. According to the admnistrator, the
recruiting comittee "acts as a sounding board for alnost all
recruiting matters. The comunity feels it needs an obstetrician
so we are looking into recruiting one. Al conmttee nenbers try
to recruit through their own personal contacts. The foundation
and its commttees have worked very well so far."

Anot her successful hospital relies heavily on a single
recruiting agency to generate ﬁ033|ble candi dates and then, when
the candidate cones to visit the hospital and area, a comunity
recruiting comittee takes over. The la-menber committee is
composed of two hospital board menbers, and includes three to
four housewives, an investment broker, and a mnister. The
recruiter fromthe firminterviews the candidates first and
di scusses finances. Wen the candidate visits the hospital, "we
only have to sell himon the conmunity, the hospital-and the
practice," said the admnistrator. *1"only meet with himfor a
few hours in the beginning of the visit. The rest of the time is
spent with the commttee which set the day's agenda. They have
found out what his interests are earlier, so the visit is
structured to acconmodate them" Not having to discuss and worry
gb?Pt finances during the candidate's visit "makes a hig

i fference.

Many unsuccessful hospitals do not include the comunity at
all, or only to a mnor degree. A nedical staff secretary at one
such hospital assessed their situation. "This comunity has a
low crime rate and friendly people who are desperate for nore
doctors. However, when a doctor comes here to visit, we don't

ut our best foot forward. W need to work on making him or her

eel nore wel coned by the conmmunity and the staff. The visiting
doctor can talk to the town council if he has any questions, but
| don't think that's enough.”

h. Gt her Consi derations

Al unsuccessful hospitals except one have recruited one or
nore physicians in the last five years. Wthin the category of
unsuccessful, some hospitals are nore successful than others. In
general, unsuccessful hospitals that have recruited do so froma
nore |ocal perspective, either recruiting Phy3|0|ans who were
raised in the area, or physicians who are friends of current
staff Rhy3|0|ans. In one case, a physician recruited a friend to

oin the staff and a year later they both left. Successful
ospitals, too, try to recruit fromtheir conmmunities, however
they are also able, unlike their counterparts, to draw from a
national |evel
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One unsuccessful hospital is "desperate" for a famly
practitioner and an internist, and they have not recruited anyone
in the last five years. The hospital used to enploy recruitnent
agencies, but they ended the contracts since no physicians were
found. At that point the admi nistrator took over the process and
asked his nedical staff for help. Two candi dates appeared
prom sing, a resident who was raised in the area and a physician
from across the state line. Neither candidate decided to join
the staff. The resident accepted an offer at a tertiary care
hospital and the physician was unable to secure the property that
he wanted to purchase near the hospital. Al though many
adm ni strators acknow edge that recruiting from "the hone soil"
is a good way to ensure that the physician will stay, there is
al so the concern of "casting the net as far and w de as
possi ble.™

A nunber of successful adm nistrators nentioned that having
a "good rapport"™ with the candidates from the outset determ nes
t he outconme of the recruitnent. One admini strator stressed that
when a candidate is first contacted, he or she should feel that
the person with whom they are speaking has authority within the
hospi tal structure. "An admnistrator who is recruiting should
establish a relationship of trust with the candidate fromthe
begi nni ng. Trust is very inportant since the doctor knows that
if he comes to this hospital, he will be working with me." An
adm ni strator at another hospital, one owned by a corporate
entity, expressed satisfaction with the recruitnment process
overal | . "But," he said, "I would like to rely on the corporate
office Iess. Many of our candidates conme through the corporate
office first and that creates an initial distance between ne, the
physici an and the hospital." A chair of the governing board of a
hospital that is under contract managenent stated that "corporate
recruiters turn doctor6 Of. This hospital will try to recruit
nore on its own in the future."

Most of the hospitals that are nenbers of systens feel that
the corporate office is not much help in recruiting physicians.
They note that recruitnent efforts nust be organized and run by
the local hospital. |In sone cases, the unstable relationship6
between the hospital and the corporate office assures failure.
One unsuccessful hospital has been sold four tines in the |ast
ei ght years. The successive corporate offices as well as
successive admnistrators were responsible for recruiting
physi cians. According to the assistant adm nistrator, "the
hospital was usually shielded by the corporate office in the
recruitnment process. The nunber of tinmes the hospital has
changed hands scares nost physician6 away. Nei t her the
candi dates nor anyone here at the hospital ha6 any faith in the
corporate office." Two of the recent recruits becane
*disenchanted" and have now |l eft. Table 17 presents the
hospital s' managenent and ownership status.
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Facility

A hospital's facility can pIaY a large role in the ,
recruiting process. One ‘successful hospifal renovated a hospita
wing into medical offices to encourage recruiting. The group
practice that was trying to attract new physicians noved into the
new offices. According to the admnistrator, "having a renovated
office to show candidafes was a big plus. V& had one doctor cone
in when the plans were still on the d(aMAn% board. | don"t think
he thought he would ever see the offices.81 Another successful
hospital recruited two specialists only to find that the hos rtP
had i nadequate office space for them ~ In response, the hosplita
agreed to build a new office building in which they can rent
space. "rhe solution has pleased everyone," stated the
adm ni strator.

_After several years of not being able to recruit a

physician, an unsuccessful_ hospital conducted a survey of
connunlt% expectations. The conclusion was that physicians coul d
rovide better service if they were located at a clinic on the |
ospital canpus. The clinic 1s due to be conpleted next year, in
time for the recruits' arrivals. The admnistrator conmented,
"the new clinic shows that the comunity is commtted to the
delivery of good health care. That is what was nost inportant to
these two nedical residents and that's why they cane here."

Attention to Spouse

_The subject of a candidate's spouse was nentioned in nmost of
the interviews with successful admpnistrators and in songe with
unsuccessful admnistrators. "1f his wife doesn't like it, he
won't cone," stated one recruiter. Rejected by spouse accounted
for approximately 50% of the reasons why a physician decided not
to nove. "Wwe |earned along the way," eXxplainéd one
admnistrator, "how inmportant it is to focus on the spouse's
interests and career. It wasn't that we weren't paying attention
to her, we hust.dldn't include her in the process as much as we
do now." The single greatest concern attributed to the spouse
was the rempteness of the conmunity. A common response by the
recruiters was to have the spouse speak to other wonen in the
comuni ty.
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TABLE 16

Hospital ownership and control

GOVERNMENT | NON-GOVERNMENT, INON-GOVERNMENT, MEMBER OF A CONTRACT-MANAGED
NONFEDERAL NOT-FOR-PROFIT FOR-PROFIT MULTI-HOSPITAL SYSTEM HOSPITAL

SUCCESSFUL

1 X

2 X

3 X

4 X X

5 X

6- X X

7 X

6 X X X

9 X
UNSUCCESSHUL

10 X

11 X

12 X

13 X X

14 X

15 X

16 X

17 X X

16 X X
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Two successful hospital admnistrators said they were .
"lucky" to have young physicians who had nmarried Reople raised in
the community. “These recruitnents were the smoothest that each
admnistrator had done. Clearly the role of the spouse is
beconming a more prominent issue in physician recruitnment, yet few
respondents were able to identify specific programs or approaches
used by their hospitals to deal with the issue. Mreover, no one
mentioned the problem of male spouses or noted that they were
recruiting wonmen physicians.

~The adm nistrators were reluctant to provide very nuch
specific data on physician conpensation, so the data in this area
s somewhat inconpléete. References to federal regulations
against fraud and abuse were followed by conments |ike "our hands
are tied!" and "our |awyers review all our packages for
conpl i ance. "

Every hospital except one offers income guarantees for one
or two years. The unsuccessful hospital that does not offer
guarantees has given a one time incone supplement, but the
physician left within a year. Although many admnistrators
mention their competitive financial packages as to why they have
been successful at recruiting, two commented that the noney is
not enough. "I1f a doctor cones here purely for the noney then he
may not staﬁ. W have already |ost staff ‘members to other
hospitals that could offer nore noney."

~ Oher elenents that are offered in a financial package are
signing bonuses, paynent of malpractice insurance, noving
expenses, educational |oan repaynents, |ow interest |oans, free
or subsidized rent, and new equipnent. Cear patterns that
di stingui sh successful and unsuccessful hospitals do not readily
come to light. A few successful admnistrators did nention that
having a "flexible and conpetitive@® package was very inportant.
"Every physician has different needs. A Tesident wll be
concerned about |oans and paying mal practice insurance whereas an
experienced doctor mght conCentrate on income guarantees.”

Four successful hospitals had financial arrangenents that
were unique. The first hospital enploys all of its physicians on
a salary basis. The recruiter explained "we begin negotiating by
Iopklng at the national averages and then go from there. W
think being salaried offers is appealing because it frees the
doctors from the hassles and competition of independent
practice." Another hospital offers incone guarantees which the
physician is then required to pay back. \Wen the physician
arrives, the hospltalmﬁays the hi'ma nmonthly income plus
operating expenses. en the physician begins to earn nore than
the set anount, he pays the excess back to the hospital. After
two years, the physician has another two Kears to repay the rest
of the noney that the hospital had given himin the beginning.
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The adm nistrator comented that they are currently investigating
a physician who appears to be under-reporting his income.

A third hospital offers incentives to new physicians.
According to the recruiter, "the higher the caseload and the nore
referrals theﬁ generate, the nore noney they earn. The incentive
Erogram and the salary guarantee make the doctors happy, and that

eeps them here." The fourth hospital buys all the equipnment
that a new physician needs, and then the physician buys back the
equi pnent over a set period of time. "Some doctors already have
their eSU|pnent, so we include this offer as an addendumto the
contract."”

Al'l of the respondents indicated grow ng concern over the
use of financial incentives to recruit physicians. Sone question
the adverse effects on the other medical staff menbers. hers
feel that is not norally justified to allocate what are very
scarce resources to individuals who nmake exceptionally high
Incomes. The legal considerations are also major issues. The
ceEos noted that they are becom ng increasingly concerned about
the legality of sonme of their traditional recruitment practices.
Incentives paid to ﬁhy3|0|ans nust not be linked to referrals in
any way. st of the ceos included in this study felt that the
nature of the evolving fraud and abuse regulations in this area
w || decrease the use of incentives as a recruitnent strategy.
The risks, they note, are just too great.

2. The Role of the Medical Staff

W found it extremely difficult to gain the cooperation of
the chiefs of nmedical staffs in the study hospitals. They are
very busy and did not appear to be very interested in the’issue.
After three followup phone calls, only eight chiefs of nedica
staff were available or agreed to be interviewed; five are from

successful hospitals and three from unsuccessful. In general
the chiefs seemnot to be actively involved in the recruiting
process. It is interesting to note that none of the chiefs said

that they were aware of what, if any, hospital financial
resources had been allocated to the recruitment of physicians.

The roles of the chiefs of medical staff appear to fall into
three categories. The first is one of mnimal involvenent. Two
chiefs said they were not actively involved in the recruitnent
process. Their only contribution is to answer questions
candi dates nay have when they visit the hospital.

~ The second categor% al so includes two chiefs. They describe
their primary role as being "neutral®. One chief, a radiologist,
says that one reason he was made chief of staff was because he
doés not conpete with the primary care physicians. "Since |

don't conpete, | can act as medi'ator between the adm nistrator
and the staff," he explained. "1 don't have the authority to
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make an offer to anyone, but | amin a position to make
suggestions that people will listen to.,* The other chief _
describes his role as being "as inpartial as possible." Tensions
arise between the hospital and the commnity clinic, both of
which are recru;tln% physicians. "Many of ny colleagues are
trying to recruit physicians for the clinic while we are |ooking
for doctors here as well. | can't afford to be partial.”

. The third categor¥.contains a chief of staff who is very
involved in the recruiting process. Once a candidate expresses
interest in the hospital, the chief and the hospital .
admnistrator interview the candidate at a neutral meeting place
After the first interview, the chief and the adm nistrator decide
whet her to encourage the candidate or not. |f the candidate
comes for a site visit, the chief entertains himand shows him
"the ins and outs of the practice." “rhe team approach for the
interviews has worked very well for us," commented the chief.
BIt.screens out candidates who aren't appropriate right fromthe
egi nni ng. "

These data appear to indicate that nmost of these hospitals
have not involved their medical staff in the recruitment process.
The lack of interest of the chiefs of staff is evident by their
reluctance to participate in a 15 mnute phone survey. Moreover,
those who did participate knew little about the process or served
"neutral rather than proactive roles."”

3. Rol e of the Governing Board

Several chairs of the governing boards of successful and
unsuccessful hospitals were ‘interviewed concerning their roles in
the recruitment process. Al of the chairs spoke of the boards
limted participation in recruiting physicians. Mst often, the
board is involved in three activities; 1) review ng the
candi date's application, 2) approving the financial package and
organi zational arrangenents offered to the candidate, and 3)
appearing at social events organized for a candidate and his
famly. ~Some boards do have other responsibilities such as
aﬁprOV|ng the need to recruit additional physicians. Two of the
chairs were governing hospitals that had hospital or comunity
foundations doing nost of the recruiting. In those cases, the
foundati ons approved the candidates and the financial packages.
One of these boards holds an annual appreciation dinner for the
five-menber foundation recruitnent committee. "It's the best way
we know how," conmented the chair, ®"to show them that we
appreciate their hard work."

When the chairs of the governln% boards were asked what
rural hospitals could do to Inprove the recruitment process, the
general response was that hospitals should nake the Dest of what
they have right now. "Enphasize the quality of life in a rural
area, the lack of prejudice and good school s, @@ counsel s one
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chair. Another chair suggests that "hospitals need to recognize
their linmtations. They have to determne what roles they can or
cannot pIaY in providing services. Since these small hospitals
have to reter a number of cases to the nearest regional hospital,
they should try to deyelog,a strong relationship with that
hospital. This relationship, in turn, will raise people's
confidence in the care delivered by your hospital.® A third
chair expressed the attraction of a rural practice in contrast to
an urban one. "HMOs and PPos are a good thing for recruiting by
rural hospital s--doctors want to cone here in order to escape
them."

4. Comments From Recruited Physicians

Al hospital admnistrators were asked for names of two
physicians who were recruited during the last five years. Only
14" names were provided. Some hospitals were reluctant to provide
the names of the physicians and nost could not identify (or
BrOVIde an address or phone nunber) for those who were recruited

ut went elsewhere. O the names collected, only one was fenale.
In general, the physicians had difficulty criticizing the
hospital's recruitnent strate?y and process. The concerns that
Phy3|clans exPressed usual 'y focused on school s, housing,

inancial status of the hospital, and the projected patient |oad
It appears that these concerns were often allayed when the
adm nistrator spoke with the candidates further and when they net
with ponnunlt% representatives. Only in one case was it clear
that it was the recruitment strategy of a hospital that overcame
the misgivings of a candidate. An orthopedic surgeon was
hesitant to pursue this hospital because it was not located in a
8epgraph|c location that interested himand it was a five-hour
rive to the nearest city. "when | nmet so nmany people from the
community it becane clear to ne that this town had that small-
town togetherness feel. | also met a lot of the hospital staff
who were just as friendly as the community was'. Then | realized
It would be very difficult to find another situation like this
one, so | took it.* The admnistrator of this hospital felt that
the commnity was one of the hospital's strongest selling points
so he choose to enphasize it from the beginning.

Ni ne physicians who were recruited by successful and
unsuccessful "hospitals agreed to participate in the study. They
were asked a series of questions focusing on the issues that were
most inportant to them when they were |ooking, whether they mde
any special requests of the hospital, the positive and negative
I npressions they had of the hospital that they accepted, and what
have been the retention policies of that hospital. The responses
to all the questions, except retention policies, varied wdely.

Physi cians nentioned a range of issues that they were _
concerned about when they were [ooking for a hospital. Six said
that the size of the financial package was inportant; two of
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these indicated that this was their only concern. Physicians who
had financial concerns either had just ‘conpleted their
residencies, or were worried about relocation costs. Only three
physicians mentioned characteristics about the hospital or
practice. Ayoung famly practitioner who also practices
obstetrics wanted backup support and a good referral base.

Another famly practitioner was only interested in hospitals that
are in good financial condition. An internist spoke of wanting
"decent" coverage. Three physicians said that a rural setting
and lifestyle were inportant. O the nine physicians
interviewed, three are foreign nedical graduates who have J-

visa status. For them finding an appropriate hospital in a

heal th manpower shortage area was nost inportant.

A couple of the physicians expressed very strong preferences
when choosln?. A nmarried famly practitioner with six children
sought privileges with one hospital because his wife grew up in
the area. "This hospital coul'd have been in Timbuktoo," _
commented the physician. *Itold my wife | would nove to this
town so she could have help with the children. 1I'm glad there
was a good hospital in the area." The only female who was
interviewed is a piych|atr|st. Her greatest concern was finding
a partner "who would be a good fit. “Everything else was frosting
on the cake. Once | spoke to and visited ny future partner, |
checked out the hospital, schools, etc. The nost inportant
thing, though, was finding a non-chauvinist | could work with.®

Most of the physicians interviewed indicated that they had
made special requests when negotiating with the hospital. = The
requests included assistance with student |oans, help with a
down- paynent on a house, assistance with start-up costs for an
office, creation of office space in the hospital, and flying a
physician's famly to the community so the children could
Investigate the area for thenselves. The hospitals net all of
these requests to the satisfaction of the physicians, except for
the issue of office space, which has yet to be conpleted.

when asked what positive inpressions the physicians had of
the hospitals and comunities where they decided to live, the
majority responded that the hospital staff seemed friendly and
supportive, and that the finances of the hospital were sound.
Four physicians nentioned that they liked the comunity and found
the people friendly. Three respondents referred to the hlgg
number or enthusiasm of the young nedical staff menbers. One or
two practitioners mentioned the |ow cost of housing and |iving,
the qualities of the rural lifestyle, good schools, and the
influence of a local liberal arts college.

, As varied as the positive inpressions are, the negative

I npressions are even broader. No more than two physicians spoke
of any single concern. Two physicians nentioned the renoteness
of the commnity, limted housing selection, and the nunber of
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el derly physicians on the medical staff who did not appear very
wel coming. = An additional two physicians were concerned whether
there was enough business or not.” Qher physicians nentioned

| ack of CME opportunities, difficulties in startin -ug a new
specialty practice, troubled financial condition of the hospital
| ack of sub-specialty support, lack of coverage, work for spouse,
limted shopping and poor schools. O the nine physicians

i nterviewed, two were from one hospital and two from another.
Wthin these pairs, each physician had different inpressions of
he same hospital and community. There were no overIapPlng
onments between the two interviews. This fact serves to
I ghl'ight the conclusion, based on the wide variety of answers,
t hat each.recrU|t|n% experience is highly individualistic. Even
f a hospital uses the exact same recruiting process for two

andi dates, those candidates may have very different inpressions
of the hospital and the comunity. These inpressions wll then
nfluence their decisions of where to practice.

When asked about retention policies, no physician indicated
that there were any prescribed retention strategies or prograns.
Nbst.phy3|0|ans considered a good reIatJonshlP wth the .
hospital's CEO to be the strongest retaining factor. "Open lines
of comunication" was a phrase that a couple of the physicians
used to describe their relationship wth the CEO.  "The
admnistrator is interested in the nmedical staff's concerns. He
| istens and takes action when appropriate,” comented a .
psychiatrist. An orthopedist who took over an existing practice
says that the admnistrator tries to support him and accommodate
hiS needs. ®and that includes excluding the old orthopedist who
only moved to the nearby city. He keeps trying to take his old
patients back."

Only three physicians who declined available positions could
be contacted for interviews. Hospital cEos were either reluctant
or unable to provide names of candidates who had rejected the
hospital. Even with such a small sanple, the interviews reflect
many of the issues that administrators and recruited physicians
mentioned, such as nedical staff support and on-call coverage.
Since there are only three interviews, each one will be dealt
with separately.

The first physician had been in solo practice and was "burnt
out" for lack of help for weekend and evening coverage of the
practice. He had treated a high proportion of Medicare/Mdicaid
patients and was |ooking for an insured population. Wen he
visited the hospital he found a friendly comunity that offered
to help his spouse find enploynment. "The problem was that many
of the solo practitioners had unwel comng attitudes and were
uncertain about their willingness to share patient coverage
arrangements. My wife and | felt it wasn't worth moving_ B
thousands of mles when we didn't feel conpletely comfortable."
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